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PROCEEDINGS OF THE SOCIETY 
First Day, June 8, 1926 


Aut of the exercises of the one hundred and 
forty-fifth anniversary were held in the Hotel 
Kimball, Springfield. The program was sent to 
every Fellow of the Society a month in advance 
and was printed in the official organ, the Boston 
Medical and Surgical Journal, in the issue of 
May 20. The exercises began with a get-togeth- 
er luncheon of the secretaries of the District 
Medical Societies at which 14 secretaries sat 
down. There was much interchanging of views 
and a promotion of friendly spirit at this sec- 
ond luncheon of the kind. All agreed that such 
a getting together was of advantage to the best 
interests of the Society. The Sections of Sur- 
gery, Tuberculosis, and Obstetrics and Gynecol- 
ogy held their well attended meetings during 
the afternoon in different rooms in the hotel. 
(The numbers in attendance and the officers 
elected for the ensuing year will be found at the 
end of thése Proceedings.) The Supervising 
Censors held their annual meeting in the Sup- 
per Room at 5 o’clock followed by the annual 
meeting of the Council at 5.30 p. m., 93 Coun- 
cilors being present. (See Proceedings of the 
Council.) The Cotting Lunch was served im- 
mediately after the Council meeting. At 8.15 
). m. the Shattuck Lecture was given in the 
all Room by Dr. William Darrach, of New 
York, with the subject: The Interrelations of 
‘he Physicians and the Hospital. Dr. George 
urgess Magrath, Medical Examiner of Suffolk 


—ounty, gave an enjoyable talk, illustrated by’ 


‘intern slides, in the Supper Room after the 
Shattuck Lecture. His title was: Some Profes- 
‘ional Experiences. There was somes and a 
vuffet supper following. 


Second Day, June 9, 1926 


The Sections of Medicine, Pediatrics, and 
Radiology and Physiotherapy held their meet- 
ings Wednesday morning, beginning at nine 
o’clock. The annual meeting of the Society was 


held in the Ball Room at 12, noon, about a hun- 
dred auditors being present. The record of the 
last meeting was read and approved by vote. 
The Secretary stated that the membership of 
the Society was as follows: Total number of 
Fellows on June 10, 1925, 4194. Deaths during 
the year, 72; resignations, 21; deprivations of 
the privileges of fellowship, 15, making a total 
loss of 108. There had been restored to the 
privileges of fellowship by the Council during 
the year, 10; readmitted by the Censors, 2; new 
Fellows, 189; total gain, 201; net gain, 93, mak- 
ing the total membership on June 9, 1926, 4287. 
The President called for any delegates from the 
other New England State Medical Societies and 
Dr. T. W. Luce of Portsmouth, New Hampshire 
came forward, representing as an ex-president, 
the New Hampshire Medical Society. He re- 
ferred felicitously to the founding of the New 
Hampshire Society in 1791 by Josiah Bartlett 
and others, many of them Massachusetts men, 
along the lines of the Massachusetts society, Dr. 
Bartlett being the first president; a certain 
droportion of the members of the latter so- 
ciety having been born in New Hampshire or 
having attended Dartmouth. Both societies 
were of one family. He brought the greetings 
of New Hampshire to the annual meeting of the 
sister state. On motion of Dr. Moore it was 
Voted: That the Society wishes to express its 
thanks to the Committee of Arrangements, to the 
officers of the Sections, and particularly to the 
Local Committee of Arrangements, to the mem- 
bers of the Hampden District Medical Society, 
also to the ladies, for all they have done to make 
this meeting such a splendid success. After a 
brief recess Dr. Charles F. Painter of Newton 
delivered the annual discourse, on the topic: 
Educational Requirements for Twentieth Cen- 
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tury Practice. Who Should Determine Them, 
and How May. They be Best Achieved? 

The Annual Dinner was held in the Ball 
Yoom at 2.45 p. m., the attendance being about 
375. The President introduced the following 
speakers: Hon. Wellington Wells, President of 
the Senate, The Commonwealth of Massachu- 
setts; Hon. Fordis W. Parker, Mayor of Spring- 
field; Morris 8S. Sherman, Editor of the Spring- 
field Union; Rt. Rev. Thomas F. Davies, Bishop 
of Western Massachusetts, and Dr. David W. 
Parker, President of the New Hampshire Med- 
ical Society. (See the Boston Medical and Sur- 
gical Journal, June 17, 1926, pages 1142-1147, 
for abstracts of the speeches. 

There was a good attendance at both the 
scientific and the commercial exhibits on the 


1 
seventh floor of the hotel during the two days 


of the meeting. The total registered attendance 
during the anniversary was 706; in addition 
about 185 ladies were present. 

The Sections had the appended attendance 
and elected these officers for the year 1926-1927: 

Section oF Mepictne: Attendance, 200. 
Chairman: Ayres P. Merrill, Pittsfield. Sec- 
retary: Hervey L. Smith, Springfield. 

Section or Surcery: Attendance, 520. 
Chairman: Charles G. Mixter, Boston. Secre- 
tary: Richard H. Miller, Boston. 

Section or TuBEercuLosis: Attendance, 53. 
Chairman: Adam S. MacKnight, Attleborough. 
Seeretary: Randall Clifford, Boston. 

Section or Pepratrrics: Attendance, 79. 
Chairman: Arthur R. Crandell, Taunton. Sec- 
retary: J. Herbert Young, Newton. 

SEcTION OF OBSTETRICS AND GYNECOLOGY: 
Attendance, 80. Chairman: Richard S. Benner, 
Springfield. Secretary: Arthur F. G. Edgelow, 
Springfield. 

SecTion oF RapIOLOGy AND PHYSIOTHERAPY: 
Attendance, 180. Chairman: Frank B. Granger, 
Boston. Secretary: Frederick W. O’Brien, Bos- 
ton. 


Adjourned at 5 p. m. 


Water L. BURRAGE, 
Secretary. 


ADMISSIONS RECORDED FROM JUNE 10, 1925, 


TO JUNE 9, 1926 
Year of Medica! 
Admission Name Residence Colles: 
1926 Adams, John Goldthwaite, Salem... . 22 
1925 Adelstein, Leo Joel, 
1926 Agnew, John Robert, Chicopee... .. ..... 25 
1926 Akin, Moses, New York City... 12 
1926 Allen, Edwin Howard, Boston... ll 
1926 *Apelian, George Solomon, Belmont... 37 
1926 Archibald, William Charles, Cambridge 24 
1925 Attridge, Arthur James, Cambridge... 11 
1926 Bacon, John Lowell, Southborough... 33 
1926 Baker, Henry Merton, Boston.................... 38 
1926 Bakst, Jacob Benjamin, Fall River... 
1926 Barron, David, 13 
1926 Bennett, William Howard, Jr., New Bedford 12 
1925 Bergeron, George Gernon, Ludlow... . 39 
1925 Berman, Philip Grossman, Lowell. 12 


1925 
1926 
1926 
1926 
1926 


Bishop, Franklin Lee, Leicest 


Boston & 8. Journal 
July 8, 1926 


Bowmar, Harris Ewing, Bosto 10 
Brassau, Arthur Clarence, Worcester... 12 
*Brigham, Harold Kingsbury, Southbridge... 40 
Broyles, Elizabeth Louise, Wellesley — & 
Burke, John Robert, Holyoke 42 
Bushold, Charles, Lawrence 12 
Butler, David Mathew, Brockton (readmit- 
ted by Censors)... 12 
Byers, Randolph Kunhardt, Milton ll 
Cardi, Alphonso Blaise, Worcester... 12 
Cicma, Haralambie George, Worcester... 10 
Clapp, Herbert Codman, Brookline... 11 
Clark, George Stillman, Worcester... 11 
Cleary, George Herbert, Tewksbury... 12 
Cleaves, Edwin Nelson, Bost ll 
Cochran, John Joseph, Framingham 11 
Cohen, Abram Irving, Roxbury 12 
*Cohen, Morris Aaron, Cambridge 2 
Colcord, Marshall, Worcester. 10 
Connelly, Ambrose Joseph, Worcestet................. 12 
Cooper, Edward, Worcester 20 
Copeland, Newall, Pittsfield 24 
Costa, Domizio Augustine, Revere 12 
Cowles, Dwight W., Westford 12 
Crotty, Martin Francis, Boston 10 
Crowley, Thomas Francis, North Adams... 11 
Curtin, William Edward, Plymouth... ......... 25 
Davis, Max, Boston.......... 11 
Davis, Myron Henry, Saugus... 11 
Dechter, Max Archibald, Westfield 12 
Dibbins, Samuel Albert, Lowell 12 
Dodd, Katharine, Worcester 6 
Doherty, John Leo, Lowell... 12 
Draper, Russell Tucker, Worcester seahiniey 
Dressler, Morris Lawrence, Cambridge............ 12 
Dufault, Francis Xavier, Gardner 12 
Fenton, Herbert Ambrose, Lawrence.............. . 22 
Fielden, John Seymour Cromwell, Fall 
20 
Findlay, Francis McRae, Boston ll 
Fisher, David, 11 
Flynn, William Anthony, Amesbury.............. 12 
Foster, George Benjamin, Lynn 19 
Fox, Samuel, Holyoke 12 
Frankowski, Pauline Hanyszewska, Chico- 
Franks, Helen Lucile Williamson, Roxbury. 4 
Fred, Gus Bernard, Boston ll 
*Fried, Boris Mark, Brookline 43 
*Furbush, Leroy Cleveland, Saugus... 44 
*Gale, Eugene Manson, Merrimac 2 
Gane, William Howard, Ashland 18 
Gardner, Stuart Needham, Peabody................... 11 
Genest, Aloria Henry, Holyoke. 12 
Gilbert, Milton John, Fall River 2 
*Golden, Henry, Brookline... 44 
Goodall, Edwin Baker, Wollaston 25 
Goulding, Timothy Francis, Boston... 11 
Grandmaison, Albert Joseph, Haverhill... 12 
Greany, John Vincent, Springfield 2 
Green, David Samuel, Roxbury 12 
Greenleaf, Henry Simpson, Brookline 19 
*Guilmette, Eugene Joseph, Lawrence 45 
Haggerty, Francis Ignatius, Springfield... 20 
Hall, Geoige Morris, Brockton ll 
*Halpern, Harry, Peabody 2 
Hannigan, Robert Clarence, Amesbury... 5 
Hardwick, Rachel Louise, Quincy 10 
*Harvey, Frank T., Milford 4i) 
Hayes, Arthur Warren, Greenfield 44 
Herschel, Heinz, New Bedford 11 
Hough, Garry de Neuville, Jr., Springfield. 11 
*Huli, [ra Butler, Gloucester 11 
Johns, Juanita Pearl, Worcester... 10 
Johnson, Warren, Roxbury 11 
Johnson, William Joseph, Lowell 46 
Kane, Theodore J., Everett. 12 


Kaplan, Julius Arthur, North t 
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umber 2 63 
1925 Kaufmann, Samuel Benjamin, Fall River... 20|1926 *Sturgis, Karl Brooks, Bridgewater... 49 
1925 Kelley, Vincent John, South Boston... : 12] 1925 Sullivan, Jeremiah Vincent, South Boston. 12 
1925 Kendrick, Thomas Paul, Boston... 11]1925 Sylvester, Albie Warren, Pittsfield (read- 
1926 Kingsbury, Cartis Burt, New Bedford... .12 eae 49 
1926 Kirkland, Charles Aime, Palmer... . 4811926 Sylvia, Manuel Victorino, New Bedford. 
1926 *Kleinman, Elizabeth Zelda, Jamaica Plain. 14/1925 Tefft, Richard Carlisle, Brookline. 


1926 
1926 
1925 
1925 
1926 
1926 
1925 


Kliger, David, Dorchester 
Lancaster, Alston Howard, Worcester... 
*Landesman, Henry Mayor, Roxbury... 
Langlois, William Edward, Worcester... 
Layton, Roy Wilford, Winthrop 

*Leach, Albert Edgar, Lynn 

*Lemire, Joseph Edward, Worcester. 

Lesser, Maurice Aaron, Dorchester... 

Lussier, Joseph Hermenegilde, Springfield. 
Macaulay, Roderick Alexander, — 
Mantione, Rosario Leonard, Boston... 
Maraldi, Carl Francis, Roxbury 
Marden, Wilmot Leighton, Lynn 
Marlin, Myer, Cambridge... 
*Mathews, Floyd Osborn, Charlemont... 
McDonald, Wilfred Christopher, Worcester... 
MecGarty, Michael Edmund, Boston... 
McGugan, Arthur, Worcester.. 
McKenzie, Wilfred Lawrence, Winchester... 
McKeough, Wilfred Aloysius, South Brain- 


McMahon, William Edward Roche, Roxbury 
Merriam, Joseph Chapman, Framingham... 
*Michelson, Ellis, Lynn 

Miles, George Stanley, West Somerville.......... 
Morrison, Lawrence Raymond, Danvers... 
Morse, Joseph Louis, Springfield 
Murphy, Brendan William, Brockton... 
Murphy, Thomas Basil, Medford 
O'Halloran, William Timothy, 
O'Neil, James William, Springfield... 
*Otis, Clara Beckner, Stoneham 

*Otis, Elmer Filo, Stoneham... 
Pattajo, Christus Alexander, Belmont.......... = 
Payzant, Claude Louis, West Medford. 
Perkins, Arthur Hunter, Boston 
Piasta, Peter Ferdinand, Dudley 
Pierce, Arthur Vannevar, New Bedford... 
Plumb, Darley Garfield, Northampton... 
Prather, George Calvin, Roxbury 
Prior, Earle Francis, Malden... 
*Quimby, Charles Morris, Gloucester... 
Quinn, Milton James, Winchester 

Ragolsky, Harold, Lakeville 

*Rauscher, Raymond Fred, Lynn 

Record, Myles Standish, Lowell 
Regan, Edward Francis, Framingham 
Reilly, Thomas Francis, Boston 
Rice, George Brackett, Brookline 
Richardson, Wyman, Newton Center... 
Richmond, Ivus Irvin, Bridgewater... 
Robbins, Waldo Whiting, South Boston......... 
Rockwell, Katharine French, Worcester 
Rogers, Horatio, Brookline 

Rogers, William Alexander, Brookline........... i 
Ross, Margaret Blanche, Holyoke 

Rothwell, Stephen Gainsford, New Bedford... 
Rousseau, Wilfred Joseph, New Bedford... 
Rutenburg, Morris, Bost 

Salls, Frederic Hedderman, Lawrence 
Sanford, Clarence Higgins, Tewksbury............. 
*Secondari, Epaminonda, » Framingham... 
Seth, John Ambrose, 
Shields, Richard Nelson, South Boston 
Sibley, Marion Esther Bowker, Athol... 
Silverman, Harry, Revere 
Simmons, Arthur Maxwell, Allston... 
Smith, Charles David, Roxbury 
Smith, Carleton Tower, Worcester... 
Smith, Millard, Boston 

Stanley, Mark Page, Northborough 
Stettler, Wayne Dewey, Fitchburg... 
Straw, Amos Gale, Northampton... 


se 


1925 Titelbaum, Barnett Charles, Somerville... “33 
1926 Treanor, John Peter, Jr., Dorchester... ll 
1925 Turner, Rodney Davenport, Newton Center. 
1925 Twomey, Charles Francis, Lynn... a 

1925 Vamvas, Anthony Demetrius, Worcester... 10 
1925 Vurgaropulos, Xenophon Arthur, Lowell... . 12 
1925 Walsh, John Sylvester, South 1 


1925 Walsh, Patrick Henry, Fall River 12 
1925 Weiner, Frederick Frank, Brockton — 
1926 White, James Clarke, Boston... ll 
1926 Whitney, Edward Tracy, Boston = 
1925 Whitney, Jerome Andrew, Blandford... 11 
1925 Wolff, Louis, Brookline... a .ll 
1926 Wright, Elizabeth, Boston... 
1925 Youngberg, Paul Philip, Worcester... a 
1925 Zellin, Morris, Northampton... 12 
1926 Zonis, Jonathan, Dorchester... .. 12 
189 new Fellows and two readmitted by the Censors. 
Total, 191. 


*Indicates that the candidate's diploma was approved by the 
Committee on Medical Education and Medical Diplomas. 


Key To Mepicat CoLLeces 


2 *College of Physicians and Surgeons, Boston. 

3 University of Michigan Medical School. 

4 Leland Stanford University School of Medicine, 
San Francisco. 

8 = and Bellevue Hospital Medical Col- 
ege. 

9 *American Medical Missionary College. 

10 Boston University School of Medicine. 

11 Harvard University Medical School. 

12 Tufts College Medical School. 

14 Woman's Medical College of the New York In- 
firmary for Women and Children. 

15 *Baltimore Medical College. 

17 Columbia University College of Physicians and 
Surgeons. 

18 *Dartmouth Medical School. 

19 University of Pennsylvania School of Medicine. 

20 Jefferson Medical College of Philadelphia. 

21 University of Tennessee College of Medicine. 

22 University of Vermont College of Medicine. 

23 Cornell University Medical College. 

24 McGill University Faculty of Medicine. 

25 University of Maryland School of Medicine and 
the College of Physicians and Surgeons. 

26 Indiana University School of Medicine. 

28 Syracuse University College of Medicine. 

31 University of Illinois College of Medicine. 

32 Dalhousie University Faculty of Medicine. 

33 Hahnemann Medical College and Hospital of 
Philadelphia. 

35 University of Kansas School of Medicine. 

36 State University of lowa, College of Medicine. 

37 *American University of Beirut, Syria. 

38 College of Medical Evangelists, California. 

39 *Temple University. 

40 *New York Homeopathic Medical College. 

41 University of Nebraska College of Medicine. 

42 Georgetown University School of Medicine. 

43 *University of Saratov, Russia. 

44 *Middlesex College of Medicine and Surgery. 

45 *Laval University Medical Faculty, Quebec. 

46 George Washington University Medical School. 

48 University of Montreal Medical Faculty. 

49 *Medical School of Maine. 

50 University of Toronto Faculty of Medicine. 

51 St. Louis University School of Medicine. 

52 University of Colorado School of Medicine. 

53 *Imperial Moscow University. 

54 *Regia Universita di Roma, Italy. 

*Action of Committee 6n Medical Education and Medica) 
Diplomas, 


12 
25 
2 
19 
35 
44 
1925 11 
1926 10 
1925 12 
1925 12 
1925 24 
1926 10 
1925 12 
1926 2 
1925 12 
1926 
1926 3 
1925 50 
1926 
1925 1 
1926 4 
1925 1 
1925 2 
1925 2 
1925 4 
1926 1 
1925 12 
1926 19 
1926 
1926 9 
1926 11 
1926 10 
1925 20 
1926 10 | 
1926 10 
1925 36 
1926 1] 
1925 12 
1926 25 
1925 20 
1925 12 
1926 44 
1925 12 
1925 49 
1925 51 
1926 10 
1925 11 
1926 11 
1926 10 
1925 10 
1926 11 
1925 23 
1925 12 
1925 2 
1925 
1926 
1925 
| 1926 11 
1926 
1925 
1925 12 
192 12 
192 12 
12 
12 
10 
11 


Total number of deaths, 72. 
tIndicates Retired Fellow. 
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DEATHS REPORTED FROM JUNE 10, 1925, To June 9, 1926 
1899 Bartlett, Charles Watson Hanover Aug. 9, 1926................. 60 
1901 Beebe, Theodore Chapin Paris, France Nov. 1, 1925 51 
1914 + Bell, Richard Dana Somerville Dec. 6, 1925... 38 
1882 Bigelow, Charles Edwin _lL#ominster | 
1897 Bliss, Jesse Leonti Holyoke Apr. 11, 1926.56 
1898 Blodgett, John Hammond Boston Feb. 18, 1926 53 
1897 Bottomley, John Taylor Boston Dec. 17, 1925 56 
1873 Bradford, Edward Hickling Boston May 7, 1926......W.... 77 
1892 Bryant, Giles Waite West Somerville Nov. 8, 1925... 68 
1874 Bryant, Lewis Lincoln Cambridge July 6, 1925 75 
1925 Burisch, John Livingston Worcester Jan. 13, 1926 28 
1911 Cady, Frederic Benjamin Moers... Rutland Nov. 12, 1925 44 
1872 tCanedy, Francis Joel Shelburne Falls Mar. 30, 1926 79 
1869 tClark, David Springfield Jan. 29, 1926... 82 
1896 Dean, Ralph Dennist Taunton May 11, 1926... 53 
1898 DeLangle, Charles Petit France Nov., 1925 64 
1884 Devine, William Henry Milton . 5, 1926.65 
1921 Douglass, Edmund Stowe South Barre Aug. 29, 1925 37 
1867 +Dutton, Charles Wakefield Feb. 16, 1926... 
1887 Ehrlich, Henry Boston Feb. 5, 1926.......... — 
1877 Elliot, John Wheelock Needham Sept. 13, 1925 72 
1908 Farr, Irvin Harris Holyoke Apr. 23, 1926 43 
1874 Garland, George Minot Boston Mar. 2, 1926 77 
1892 Gile, John Morton Hanover, N. H. July 16, 1925.00.61 
1920 Gilman, William Henry Cambridge Jan. 2, 1926.29 
1896 Guild, Thomas Ezra Mattapan Oct. 9, 1925 57 
1881 Halloran, Michael Joseph Portland, Me. Sept. 2, 1925 71 
1868 tHildreth, John Lewis. Winchester Nov. 27, 1925.......85 
1882 Hitchcock, Edward New Haven, Conn. Dec. 25, 1925 71 
1909 Hubbard, Edward Dana. Gloucester Nov. 24, 1923.44 
1885 Jackson, Fred William Jefferson, Me. June 4, 1926.000000...67 
1884 Jarvis, William Furness Boston Dec. 25, 1925.............. 
1883 tJenkins, Charles Edwin Lynn Apr. 23, 1926.00.71 
1887 Jillson, Franklin Campbell Jamaica Plain May 7, 1926.00. 
1906 Joyce, Thomas Francis Lawrence Oct. 29, 1925 68 
1925 Kelleher, William Laurence Marlboro Jan. 16, 1926 32 
1917 Kelley, Eugene Robert Dorchester Sept. 27, 1925....0...42 
1872 +LaVigne, Alfred Willis Nashua, Ni He Opt. 7, 1919 79 
1915 Leonard, Zenas Lockwood Pittsfield Apr. 4, 1926... 
1889 Lincoln, Jacob Read Millbury Sept. 28, 1925.00.63 
1904 Little, John Mason Brookline Mar. 23, 
1881 Mixter, Samuel Jason Grand Junction, Tenn. Jan. 19, 1926.00.70 
1892 Morse, Charles Ellsworth. Wareham Feb. 16, 1926.00.59 
1922 Nichols, Alvord Gates Roxbury May 18, 1926.00.32 
1901 O’Connor, John Francis Worcester Aug. 1, 1925 57 
1895 Olin, Francis Henry Southbridge Jan. 15, 1926 70 
1894 Parker, Frank Howard Hamilton, Mont. Jan. 10, 1926... 10 
1896 Perry, Henry Joseph Needham Feb. 4, 1926... 55 
1897 Randall, Clifford Walcott Worcester Dec. 28, 1925 65 
1906 Robbins, Chandler Weston Apr. 6, 1926 47 
1888 Robinson, Lucy Morton Brockton June 12, 1925 85 
1914 Rounseville, Wilfred Ellsworth... _Attleborough Nov. 21, 1925 43 
1876 Sanborn, Edwin Aaron Somerville .... Nov. 14, 1925.00.76 
1870 Sanders, Charles Barton Lowell Apr. 30, 1921 77 
1908 Savignac, Arthur Noel Boston Aug. 13, 1925 63 
1923 Sawyer, Herbert Houst Dorchester Nov. 13, 1925 55 
1894 Shannon, Nathaniel. Vaughan Cambridge Feb. 2, 1926... 59 
1920 Shaw, Frederick King Concord Apr. 5, 1926................ 55 
1909 Spooner, Lesley Hinckley Brookline June 28, 1925.................. 43 
1874 Stedman, Henry Rust Brookline — Feb. 19, 1926 76 
1884 Stickney, George Augustus Beverly Mar. 22, 1926................... 67 
1925 Straw, Amos Gale Manchester, N. H. Mar. 13, 1926 62 
1921 Suffa, George Alson Boston Sept. 6, 1925 67 
1900 Taylor, James, Jr. Portland, Me. ........... ininitiitieanini ad Sept. 2, 1925 56 
1892 Tilton, Frank Herbert East Boston Mar. 24, 1926 70 
1868 +Trull, Washington B _ Annisquam June 22, 1925 82 
1887 Tuttle, Albert Henry Brookline Mar. 1, 1926.64 
1886 Wakefield, Albert Tolman Sheffield Nov. 4, 1926.72 
1907 Wilcox, Henry Hopson “Out West” 1920 
1880 Williams, Harold St. Augustine, Pla. 0000....Apr. 3, 1926 72 
1913 Wilson, Charles Moore Salem 9, 1925... 42 
1895 Young, Edgar Williams _Everett Jan. 11, 1926 68 
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OFFICERS OF THE MASSACHUSETTS MEDICAL 
SOCIETY FOR 1926-1927 


ELecTeD BY THE CounctL, June 8, 1926 


President: James S. Stone, 286 Marlborough Street, 
Boston. 

Vice-President: John M. Birnie, 14 Chestnut Street, 
Springfield 

Secretary: Walter L. Burrage, 182 Walnut Street, 
Brookline. 

Treasurer: Arthur K. Stone, Auburn Street, Fra- 
mingham 


Librarian Emeritus: “Eawin H. Brigham, Watertown. 


STANDING COMMITTEES FOR 1926-1927 
ELEcTED BY THE CouNcIL, JuNE 8, 1926 


OF ARRANGEMENTS 


L. S. McKittrick W.T.S. Thorndike James Hitchcock 
E. P. Hayden H. Q. Gallupe 
T. H. Lanman 


ON PUBLICATIONS AND SCIENTIFIC PAPERS 
E. W. Taylor R. B. F. T. Lord 
R. 


Osgood 
M. ‘Green A. C. Getchell 


ON MEMBERSHIP AND FINANCE 
D. N. Blakely Algernon Coolidge Samuel Crowell 
Gilman Osgood Homer Gage 
ON ETHICS AND DISCIPLINE 


David Cheever W. D. Ruston 
W. C. Keith 


ON MEDICAL EDUCATION AND MEDICAL DIPLOMAS 


C. F. Painter J. F. Burnham A. G. Howard 
R. L. De Normandie H. P. Stevens 


ON STATE AND NATIONAL LEGISLATION 


S. F. McKeen 
Kendall Emerson 


J. S. sas E. H. vens F. E. Jones 

. J. O’Brien J. M. Birnie 

ON PUBLIC HEALTH 

Victor Safford E. F. Cody R. I. Lee 

T. F. Kenney F. G. Curtis 

ON PUBLIC INSTRUCTION 
A. P. Merrill W. P. Bowers W. H. Robey 
R. I. Lee F. W. Snow Conrad Wesselhoeft 
F. S. Hopkins 


DELEGATES AND ALTERNATES TO THE HOUSE 
OF DELEGATES OF THE AMERICAN 
MEDICAL ASSOCIATION 


DELEGATES ALTERN ATES 

F. B. Lund, Boston. W. H. Robey, Boston. 

i. F. Cody, New Bedford. F. W. Anthony, Haverhill. 
H. G. Stetson, Greenfield. L. A. Jones, Swampscott. 
C. E. Mongan, Somerville. Gilman Osgood, Rockland. 
J. F, Burnham, Lawrence. A. R. Crandell, Taunton. 
R. L. Lee, Boston. _ J. M. Birnie, Springfield. 


PRESIDENTS OF DISTRICT MEDICAL SOCIETIES 
VicE-PRESIDENTS (Ex-Officiis) 


\rranged according to seniority of fellowship in the 
Massachusetts Medical Society 


E. H. Trowbridge, Worcester. 
C. W. MacDonald, Norfolk. 
E. P. Joslin, Suffolk. 

G. L. West, Middlesex South. 
G. H. Janes, Hampden. 

G. F. MacKay, Berkshire. 


. S. MacKnight, Bristol North. 
. C. Smith, Plymouth. 

. G. Curtis, Norfolk South. 

. E. Currier, Worcester North. 
. R. Stratton, Middlesex East. 
Baketel, Essex North. 

Segur, Hampshire. 
Alling. Middlesex North. 
Leary, Franklin. 
Donovan, Bristol South. 
Phillips, Essex South. 
. O. Cass, Barnstable. 


. Vz 
. B. 

. 

. E. 

. 


COUNCILORS, 1926-1927 


ELECTED BY THE District MEpDIcAL SociETIES AT THEIR 
ANNUAL MEETINGS, APRIL 15 To May 15, 1926 


Note:—tThe initiais M. N. C. following the name of a Coun- 
cilor indicate that he is a member of the Nominating Committee. 
V. P. indicates that a member is a Councilor by virtue of his 
office as President of a district society and so Vice-President 
of the general society. C. indicates that he is chairman of a 
standing committee. 


BARNSTABLE 


F. 0. Cass, Provincetown, V. P. 
W. D. Kinney, Osterville, M. N. C. 
E. S. Osborne, West Dennis. 


BERKSHIRE 


G. F. MacKay, Dalton, V. P. 

C. S. Chapin, Great Barrington, M. N. C. 
Henry Colt, Pittsfield. 

A. P. Merrill, Pittsfield, C. 

J. B. Thomes, Pittsfield. 

G. H. Thompson, North Adams. 


Bristot Nortu 


A. 8. MacKnight, Attleborough, V. P. 
W. H. Allen, Mansfield. 
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ELIMINATION OF IODINE IN URINE—CATTELL 


ORIGINAL ARTICLE 


THE ELIMINATION OF THE IODINE IN THE URINE 
In Normal Persons and in Exophthalmic Goiter 
BY RICHARD B. CATTELL, M.D.* 


At present, nearly all exophthalmic goiter 
patients are receiving iodine in some form as 
a preparation for operation. Relatively large 
quantities are given more or less empirically, 
yet it must be realized that but a small fraction 
of the drug can be stored in the thyroid gland. 
In previous reports', we pointed out that with 
iodine medication there is a constant increase 
of the iodine content of the gland, at times as 
great as 400%, as well as an anatomical regres- 
sion toward a resting, more normal state. Co- 
incident with the study of the clinical improve- 
ment? and alteration in the gland itself', we 
have determined the elimination of iodine in 
the urine in forty nine of these patients under 
iodine therapy. 

Iodine and its salts are readily absorbed from 
all the mucous membranes, especially well from 
the stomach and rectum; after single doses it is 
completely absorbed in 5 hours*. It is found in 
small amounts in the saliva, tears, sweat, milk, 
and other body fluids and effusions, but nearly 
all is eliminated in the urine and feces. Only 
a small amount is stored in the thyroid unless it 
is hyperplastic, yet this is the only tissue in 
which a relatively high concentration is normal- 
ly found—0.2%. The elimination in the urine 
after single doses begins in 10 to 20 minutes and 
is maximum from 114 to 3 hours. Normally 60 
to 80% is excreted in the first 24 hours through 
= channel, with traces persisting for several 

ays. 
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The curve in Figure I is representative of the 
elimination in the urine after a single dose of 
ten minims of Lugol’s solution. This is an ob- 
servation made in a normal goiter free adult on 
a regular diet except for forced fluids. The 
bladder was emptied every hour and iodine 
in each specimen determined. The peak we 
found was reached in 3 hours, followed by a pro- 


*From the Lahey Clinic, Boston. 


gressive diminution, except for a temporary de- 
lay by the intake of food. The 12 hour night 
amount contained 5.4 mg. By analysis, ten 
minims of the solution used contained an aver- 
age of 91.6 mg. The total elimination in the 
24 hour period was approximately 70% of the 
total dose. Single doses of 1 gm. of potassium 
iodide have been used as a test of kidney fune- 
tion,—the amount excreted in the first 24 hours 
being often as low as 15-20% in nephritis. 
Wovschin‘* found the elimination to be low in a 
number of chronic diseases. 

We have determined the iodine content of the 
urine of 6 normal persons and of 49 patients 
with exophthalmie goiter, all receiving thirty 
minims (m. xxx) of Lugol’s solution daily. 24 
hour specimens of urine were collected and the 
iodine determined over a period of several days. 
5-10 ec. amounts of urine were used for analy- 
sis, which was done after the method of Ken- 
dall®’. This yields both the iodine as iodide and 
the small fraction in organie combination. In 
analysing the actual amount of iodine in thirty 
minims and thirty drops of the solution given 
at the Deaconess Hospital, we found it to vary 
between 196.8 and 270.8 mg. The theoretical 
amount in thirty minims is approximately 250 
mg. Since a large excess is given in exophthal- 
mie goiter, either measure is accurate enough 
for clinical use, but minims should be used for 
quantitative work. 


EXCRETION OF IODINE IN NORMAL PERSONS 


Four patients, convalescent from general sur- 
gical operations unassociated with the absorp- 
tive and excretory functions, and one normal 
person were given thirty minims daily; an addi- 
tional surgical patient was given sixty minims 
daily. No bad effects resulting from the drug 
were observed. The determination of the basal 
metabolic rate every two days in the normal 
adult showed no variation from normal, and 
there was no appreciable change in the daily 
pulse rate. The amount found in the urine 
varied considerably from day to day, with no 
constant level. More iodine was found with 
diuresis; while this apparent increase may be 
due to a multiplication error since but 5-10 ce. 
of urine were used for analysis, it seems more 
probable that it is an actual increase and that 
more iodine was eliminated with more fluid 
passing through the kidneys. Figure II pre- 
sents the curves of elimination of 2 normal 
persons. In general, there is a tendency to in- 
erease the daily total output over an 11 day 
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period on a constant dosage. The lower percen- 
tage elimination of the total iodine given wit) 
a constant dosage, in contrast to the elimina- 
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tion of single doses, suggests an increase in the 
former in the other channels of excretion, 
particularly in the feces. The average daily ex- 
eretion in the urine of the 6 control persons 1s 
found in Table I. 


TABLE I 
Subject Sex Age Iodine in Urine 
mg. 
Cc M 24 74.4 
P F 18 153.0 
T M 27 88.7 
B M 12 71.4 
H M 24 164.3 
M M 49 285.6* 


*Received sixty minims daily, all others thirty. 


EXCRETION OF IODINE IN PATIENTS WITH 
EXOPHTHALMIC GOITER 


Analyses of the elimination in the urine of the 
49 patients were made during different periods 


of the iodine administration. Many were o)- 
served for a short period of time but 16 hav 
been selected who had analyses for a sufficien: 
period both before and after operation. |» 
Table II are tabulated the time of beginning t!.. 
iodine therapy, the operative date with the hist »- 
logy and iodine content of the gland at this 
time, as well as the daily iodine elimination in 
the urine. The average daily output in these 
patients seems to indicate a lower level of out- 
put, especially after operation, than in normal 
persons. Figure III shows the curves of elim- 
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ination of two such patients. There is a sharp 
rise for the first 3-6 days after beginning medica- 
tion, after which there is a gradual fall and 
maintenance at a lower level. After operation, 
8 patients showed a drop within 1-2 days, 3 no 
appreciable change, and 3 a slight rise in elim- 
ination (2 of this series had analyses after opera- 
tion only). The form of the curves was similar 
in most instances, but their height varied individ- 
ually; whether this is influenced by the histo- 
logical or chemical condition of the gland and 
general condition of the patient was not deter- 


TABLE II 
IopDINE ELIMINATION IN THE URINE IN EXOPHTHALMIC GOITER 
Date of Iodine 
Patient Sex Age Operation Pathology Therapy Analysis 
D. H. No. Date Extent* Histology Chemistry+ started started 
28362 F 48 1/7/25 H Early Involution 2.919 1/1/25 1/1/25 
28599 F 24 1/26/25 Ss ” ag 2.191 1/20/25 1/20/25 
28432 F 45 1/16/25 Ss a “ 1.169 1/8/25 1/10/25 
28559 F 29 1/22/25 Ss Advanced “ 4.220 1/15/25 1/15/25 
23029 M 40 3/5/25 s' Early re 1.337 2/20/25 2/21/25 
30552 F 48 6/29/25 Ss Complete “ = 6/20/25 6/23/25 
30523 F 40 6/25/25 Ss Early " oo 6/19/25 6/20/25 
30462 F 30 6/22/25 Ss Moderate “ oo 6/14/25 6/17/25 
30268 F 40 6/8/25 Ss Marked aa — 5/29/25 6/7/25 
28721 F 38 2/5/25 Ss Early a 2.981 1/28/25 1/30/25 
28732 F 22 2/6/25 Ss Marked ° 2.854 1/29/25 1/30/25 
30458 F 39 6/22/25 Ss 6/14/25 6/17/25 
29724 F 50 6/16/25 H Advanced “ = 6/14/25 6/20/25 
30440 F 24 6/20/25 Early 6/13/25 6/19/25 
30512 F 35 6/29/25 H Early ’ —_— 6/19/25 6/29/25 
28469 F 58 1/28/25 H Advanced “ 2.474 1/8/25 1/10/25 
*H—Hemithyroid first stage. 


S—Subtotal thyroidectomy. 
S\—Subtotal thyroidectomy, for persistent hyperthyroidism. 
tIodine in mg. per gram of dried gland. 


| 
ad / | 
7 
| 


Volume 195 
Number 2 


ELIMINATION OF IODINE IN URINE—CATTELL 


71 


mined. One patient was observed for a 31 day 
period and maintained a fairly low level dur- 
ing the extended time. 

The normal thyroid gland contains about 2 
mg. of iodine in each dried gram, or a total of 
about 15-20 mg. in the entire gland. In consid- 
ering this figure, it seems improbable that 250 
mg. of iodine as a daily dose in the form of thir- 
tv minims of Lugol’s solution is necessary for a 
desired effect. Marine® used very small 
amounts; Neisser*? and Loewy and Zondek® used 
but 15 drops of a 5% solution of potassium 
jodide, making it greater or less according to 
individual conditions; this amount contains 
about 40 mg. of iodine. These observers found 
favorable effects with this concentration. The 
renewed interest—as evidenced in the recent 
literature—in the older conception of ‘‘Jod- 
Basedow’’ of T. Kocher®, makes a consideration 
of dosage pertinent. Plummer and Boothby’, 
Lahey"', and Jackson’? have all reported not 
infrequent instances of such a result in adeno- 
matous goiter. DeQuervain'’, A. Kocher’, and 
Hartsock'® have found a higher incidence of 
exophthalmie goiter since the use of iodine as 
a preventative measure in endemic goiter. The 
large dosage originally recommended by Plum- 
mer’® has given satisfactory results with but 
few unfavorable reactions; yet,—(a) in view of 
the older and recent reports of occasional bad 
effects, (b) a favorable effect with much smaller 
doses, and (c) the large quantities of the drug 
found almost immediately in the urine and thus 
not utilized,—there seems a sufficient recom- 
mendation for a smaller dosage. We have used 
ten drops of Lugol’s solution daily for the short 
period between operations on the same patient 


with satisfactory results, by the present criteria 
of judging the efficacy of iodine. In the few in- 
stances that the excretion was determined with 
ten minims daily, as much as 40 mg. was found 
in the urine. It is possible, however, that with 
the larger doses, more of the iodine may be 
taken in the gland temporarily with some ben- 
efit and then be quickly thrown into the blood 
stream to be excreted by the kidneys. No activ- 
ity, however, of iodine has yet been demon- 
strated except that bound in the gland in organ- 
i¢ combination as ‘‘thyroid iodine,’’ a process 
requiring 8-30 hours. 

With the present limited knowledge of this 
much studied iodine action in exophthalmie goi- 


ter, it seems necessary to give an excess of the 
drug. 
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TABLE II (Continued) 
MILLIGRAMS OF IODINE IN Urtne—24-Hour Specimens 


Day of Analysis 


1 2 3 4 5 6 7 Ny if) 10 11 12 13 
67.1 120.0 72.2 85.3 100.3 — 131.4 152.5 231.7 125.7 137.8 169.3 _ 
16.2 59.4 1165 111.1 63.2 129.5 177.0 42.4 60.4 44.4 62.7 21.3 ~e 
67.5 58.7 101.9 82.7 104.0 167.3 73.1 67.7 
35.2 80.7 152.0 182.5 215.4 140.2 56.4 119.2 102.8 93.4 53.1 57.8 40.4 
42.4 90.4 114.2 -- 114.6 114.2 119.1 77.4 32.5 
33.1 38.4 50.1 98.2 100.7 133.3 83.8 42.1 61.3 -= 51.2 46.9 TT.4 
41.7 46.7 49.3 76.2 20.9 78.0 65.6 101.6 64.3 50.5 24.8 45.2 12.2 
72.8 ~- 141.8 81.5 97.4 143.9 43.4 35.2 36.3 48.5 45.5 119.0 30.7 

133.8 87.8 120.2 138.9 81.3 106.6 48.9 64.3 41.4 36.7 = —_ -- 
59.0 34.2 66.9 = 71.4 62.1 88.9 44.4 93.1 73.1 60.7 — 25.9 
62.2 26.3 40.0 = 37.0 49.7 82.4 51.9 52.4 122.6 71.2 —_ 46.4 
23.0 35.0 64.1 42.8 45.2 27.8 37.0 60.9 49.7 33.0 96.9 81.5 32.2 
45.7 61.5 92.7 96.2 61.8 150.0 114.3 39.6 155.8 — ~- 159.3 — 
92.0 197.7 52.6 66.3 139.2 92.4 45.0 97.8 
30.0 94.5 78.8 70.7 58.6 87.6 118.2 57.4 --- 

129.0 124.6 159.7 114.9 ~- 128.7 68.1 97.5 52.8 

Continued on successive days 
14 15 16 17 18 19 20 21 22 23 24 25 

105.3 81.4 76.2 66.9 129.2 77.4 _ 

Continued 
26 27 28 29 30 31 

163.8 60.3 69.9 67.0 50.2 93.9 


1 

5 

6 

| 


THE AGE OF CHOICE FOR OPERATIONS OF CHOICE—LANMAN Boston M. & 8. Journal 


July 8, 1926 


NEW ENGLAND PEDIATRIC SOCIETY 


THE AGE OF CHOICE FOR OPERATIONS OF CHOICE IN 
INFANCY AND CHILDHOOD* 
BY THOMAS H. LANMAN, M.D., F.A.C.S. 


A veRY large percent of the operations per- 
formed on the Surgical Service of The Chil- 
dren’s Hospital may be called operations of 
choice. These may be of major or minor char- 
acter. In practically all cases they are per- 
formed to relieve a condition due to some con- 
genital defect. It has seemed worth while to 
give a brief paper showing the age at which 
operation for relicf of these various conditions 
is best advised. 

In general we are guided by the type of lesion 
that requires operation. If the lesion is in no 
way incompatible with the normal development 
of the child, operation is usually postponed until 
the end of the second year. or at least until the 
child has passed his second summer. This rule 
is followed more strictly in cases where the oper- 
ation will be of a major character. We feel 
very strongly that the less surgery that is done 
during the first two years of life the better. 

The post operative dangers incidental to a 
general anaesthetic, especially upper respira 
tory infections and gastro-intestinal upsets, are 
more formidable in the young child than in the 
adult. In this climate the possibility of post 
operative upper respiratory complications dur- 
ing the winter, and of gastro-intestinal upsets 
during the summer must not be disregarded. 
The infant or young child does not stand a 
relatively small amount of hemorrhage as well 
as the older patient. Also they will show signs 
of surgical! shock sooner and from relatively 
less trauma than the older patient. Post opera- 
tive acidosis is common, and a cause of consid- 
erable worry to the surgeon. 

If the condition requiring operation is not 
compatible with the normal development of the 
child, earlier operation is needed. But we must 
always bear in mind that the presence of some 
condition that adds unduly to the surgical risk 
of operation is cause for postponing the opera- 
tion even at the cost of not obtaining so satis- 
factory a result. 

With these principles in mind I shall diseuss 
some of the conditions we see on the Surgical 
Service, and point out the reasons for choosing 
the various ages at which we advise operation. 

First some of the minor defects and abnor- 
malities. 

Birthmarks that can be treated by carbon 
dioxide snow, radium, or X-ray need not be dis- 
eussed, as these forms of treatment do not re- 
quire an anesthetic, and may usually be done 
at any age. Those that are about the mouth 
may require more conservative treatment. Dan- 
ger of interference with nursing as result ot 


*Read at the meeting of February 12, 1926. 


treatment, or infection of the lesion after treat- 
ment must be balanced against the existing in- 
ierference with nursing. 

In those birthmarks that require, or are suit- 
able for, excision it is well to remember that in 
many cases there is bound to be more hemor- 
rhage than in operations of a major character, 
and for this reason operation should be done 
only when the infant is in the best possible con- 
dition and preferably at least a year old.. In 
cases requiring cauterization, the dangers of 
post operative infection must be carefully con- 
sidered. 

Small growths such as supernumerary digits, 
wens, and accessory auricles, do not interfere 
with the child’s normal development and no 
treatment is necessary before two years of age. 
However, as the operation is a short and simple 
one, and not accompanied by any degree of 
hemorrhage, it is often justifiable, for the sake 
of the parents, to do them any time after six 
months. 

Circumcision is in popular demand, but I feel 
so strongly that there is so rarely any surgical 
indication for circumcision during the diaper 
wearing age that I advise waiting until after 
this age is past. 


WARE LIP AND CLEFT PALATE 


In hare lip the urgency of early operation de- 
pends on the degree of defect associated in the 
upper maxillary bones. The common associated 
defect is not only a eleft of varying width in 
the maxilla on the affected side, but also a pro- 
jection forward of the premaxilla or central 
portion. It is important that the premaxilla be 
brought back into line and in apposition with 
the rest of the upper maxilla fairly early in life. 
This alignment can be done comparatively easily 
in the first few weeks of life, as the bone is still 
soft, and therefore it is not necessary to cut or 
chisel the bone. Of course the less that is done 
to the upper maxilla the less is the danger of 
injury to the tooth buds. So if the child’s phys- 
ieal condition warrants, operation for correction 
of hare lip is done by choice between the ages 
of 4-6 weeks. This also applies to cases of 
double hare lip, and in these eases there is prac- 
tically always a serious defect in the maxilla, 
usually with a marked projection forward of the 
whole inter-maxillary bone. The early proper 
alignment of the maxilla is the basis of a suc- 
cessful cosmetic result on the lip itself, for the 
reason that proper alignment of the upper Jaw 
not only gives a normal foundation for the over- 
lying lip, but also allows the lip to be drawn 
together without undue tension. 

In cases of hare lip uncomplicated by defect 
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in the maxilla the operation may be postponed] of necessity and not of choice. These cases 


for any length of time. On account of the un- 
sightly deformity however, we usually operate 
within the first three months, but not earlier 
than four weeks. 

Cases of cleft palate are best allowed to wait 
until between 18 months and 2 years. It is ad- 
visable to operate before the child has learned 
to talk because if the child is already talking, 
closure of the cleft in the roof of the mouth 
does not in itself entirely correct the speech de- 
fect. The child must be re-taught the use of 
the vocal muscles to overcome the nasal quali- 
ty in the speech. 

In cases of hare lip combined with cleft pal- 
ate, when the lip has been repaired early, it is 
found that the bringing into apposition of the 
maxilla, has materially narrowed the cleft in 
the palate. 

In both hare lip and cleft palate it is essen- 
tial to remember that the child must be in good 
enough condition to warrant undergoing a long 
operation and one that may incur a moderate 
degree of hemorrhage. A steady gain in weight 
is one of the best guides, especially in infants. 
Absolute freedom from any naso-pharyngitis is 
essential. Any upper respiratory infection 
however slight, may cause a failure of the en- 
tire operation. And re-operation after failure 
is always more difficult and the result less sat- 
isfactory. 


HYDROCELE 


Hydrocele in infants is generally hydrccele 
of the tuniea vaginalis only; it seldom requires 
treatment. In ease the tumor is very large tap- 
ping may be resorted to, although most eases 
at this age tend to get well without tapping. 
Cases of hydrocele that involve the spermatic 
eord, generally require operation. In these 
cases we generally wait until the child has passed 
his second summer. The eases that involve the 
cord as well as the tunica show a pear shaped 
irreducible eystie mass, the larger end in the 
scrotum and a narrow projection extending up 
along the cord in the groin. The real reason 
for operating on these cases is that there is al- 
most invaribly associated with them a smal] in- 
guinal hernia. 


HERNIA 


This common defect can in almost all cases be 
satisfactorily held by a simple woolen yarn 
truss. The truss is easily applied, is soft and if 
properly put on will hold the hernia until the 
child is beyond the second summer. With in- 
telligent codperation on part of the mother even 
double inguinal hernia may be very satisfac- 
torily and easily taken care of until the child 
1s about two years of age when operation is ad- 
visable. If it is not possible to hold the hernia 
with a truss and symptoms of incarceration or 
strangulation develop the operation becomes one 


should be very rare, however. Hernia develop- 
ing after two years should be operated on at 
any convenient time. We believe operation to 
be essential for cure, in all cases of inguinal 
hernia. 

Inguinal hernia in girls is comparatively 
rare, but the same rule is followed as in boys, 
but remembering that in girls there is some- 
times a prolapse of the ovary through the inter- 
nal ring, and if the ovary cannot be replaced by 
taxis, a truss is inadvisable, as it may cause 
pressure on the ovary. In these cases operation 
becomes necessary and should be done as soon 
as the child’s condition warrants the risk. 
Strangulation of the ovary in these cases is not 
common, but if it oceurs it generally means sac- 
rificing that ovary. Hydrocele of the canal of 
Nuck in girls, like hydrocele of the cord in 
boys requires operation as it is also usually as- 
sociated with an inguinal hernia. Operation 
may best be postponed until two years. 

Umbilical hernia can usually be cured by 
strapping. The larger ones can be held with 
strapping until after two years. It is only the 
very large ones however, that will not yield to 
continuous and properly applied strapping. 


SPINA BIFADA 


We believe, as Dr. Cutler has pointed out in 
a recent paper, that about the only cases that 
are suitable for operation are the simple men- 
ingoceles. That is, cases that are not associated 
with any nerve paralysis. These generally have 
normal skin over the tumor mass and are gen- 
erally relatively higher in the spine than the 
meningo-myecloceles. They also have usually a 
more pedicled base. In such cases operation 
may be done at any time in the first few weeks 
of life that the child’s condition warrants, 

Meningo-myelocele with any degree of paraly- 
sis is not benefited by removal of the tumor. 
The paralysis does not improve. These cases 
are usually the lower lumbar type, with par- 
alysis of the perineal muscles, sphincters and 
legs. No case that has infection of the skin or 
leakage of cerebro-spinal fluid ean be operated 
until these conditions have been cleared up. It 
is impossible to foretell or prevent the post op- 
erative development of hyrocephalus in any of 
these eases. The higher the location of the 
tumor the less likely is the nerve involvement, or 
the development of hydrocephalus. 


EXTROPHY OF THE BLADDER 


Extrophy of the bladder is fortunately rare. 
Our present feeling is that they are best treated 
by transplantation of the ureters into the sig- 
moid. Usually it is better to transplant one 
ureter at a time, and make the first operation 
between 9 months and a year. In the male this 
condition is usually associated with epispadias. 
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If the ureters are successfully transplanted, 
operation on the penis itself may be postponed 
for 4-5 years, as this operation is done largely 
for cosmeti¢e reasons. 


ILYPOSPADIAS 


Cases that have the abnormal meatus within 
1 or 1% centimeters of the glans can usually be 
corrected by the Beck type of operation, This 
operation involves dissecting the urethra free 
down to the penoserotal angle and putting 1! 
through a stab wound in the glans and suturing 
it there. It is only in cases where the abnormal! 
meatus is near enough the glans so that the dis- 
sected urethra can be pulled through the glans 
without tension, that the operation will be suc- 
cessful. Cases suitable for this type of opera- 
tion are best done at about three or four years. 

In those cases where the abnormal meatus is 
so far from the glans that the Beck operation 
cannot be done, and where a new penile urethra 
will have to be constructed, the operation is best 
postponed until there is further growth of the 
penis itself. I feel that we should wait until 
about 10 years in some cases, but it is hard to 
do so as it means generally that the child is 
kept out of school. The mental effect of not be- 
ing able to urinate as the other boys do is a 
very large one, and in spite of my better judg- 
ment I think I have been operating too early on 
some of these cases. We certainly should wait 
till the boy is five years. 

These cases often have a forward bowing of 
the penis due to contracting bands in the spon- 
giosa. These contracting bands should be di- 
vided early to allow straight growth in the penis. 
And when present this must always be done as 
a preliminary step for later construction of a 
penile urethra. I think it should be done some 
time in the second six months of life. 


WEB FINGERS 


In these cases the best possible functional re- 
sult is important. When more than two fingers 
are webbed, two or more operations are needed 
as it is unwise to try to free more than two fin- 
gers at a time. By waiting until 3-4 years of 
age, the greater size of the parts will give better 
chance of a good functional result, and yet not 
keep the child out of school. Operation for 
correction of webbed toes can be postponed un- 
til the child is far enough developed to insure 
a good result, namely about 3-5 years. Many 
cases need not be operated except for cosmetic 
and mental reasons. 


UNDESCENDED TESTES 


True nondescent of the testis is far less com- 
mon than at first might appear. Very frequent- 
ly infants are sent to the Out Patient Depart- 
ment for undescended testicles, that have a con- 
dition that simulates it, but is only an abnor- 


mally movable testis, that is in the serotium 
one day and high in the inguinal canal the next. 
A testis that has ever been seen in the scrotum, 
or ean ever be brought down into the scrotum 
is not a true undescended testicle and unless 
hernia is present, operation is not needed. 

The true undescended testis cannot be brought 
down into the serotum and may indeed, be not 
even palpable in the inguinal canal. These 
cases show also an underdevelopment of the 
scrotum itself. The scrotum being merely a 
slight bulge of the skin, on the affected side. 

Operation is best postponed until the boy is 
at least between 4-6 years of age. The proper 
maintenance of blood supply to the testis is of 
great importance in the future development of 
the testis, and as the technical difficulties of 
preserving the proper blood supply are far less 
at an older age we advise waiting until at least 
between 4-6 years of age. The associated hernia 
is of course repaired also at this time. 

Mal descent of the testis or ectopie testis also 
occurs, the testis being in the abdominal wall, 
on the anterior rectus sheath just above exter- 
nal inguinal ring;—in the region of Searpa’s 
triangle ;—or in the perineum. In these cases 
we also wait until the boy is 4-6 years of age. 

I shall not consider the extensive defects and 
abnormalities such as the absence of extremities 
in part or in whole. These are very rare and 
each case must be considered separately. 


CONCLUSION 


While I do not wish to give the impression 
that surgical procedures that have a elear in- 
dieation should be postponed on account of the 
early age of the patient, still I firmly believe 
that there should be a very clear indication for 
any surgery done during the first two years of a 
child’s life. The incidental dangers of surgery 
at this time are relatively great. These dangers 
should be carefully weighed against the actual 
necessity for the surgical procedure. Some of 
the operative procedures now done during the 
first two years of life have little or no surgical! 
necessity. Certainly in infants and young chil- 
dren unnecessary surgery is bad surgery. 


DISCUSSION 


Dr. CHENEY: Most of the operations on the 
eyes that have to be done on infants and chil- 
dren are distinetly operations of choice. There 
are three main things that have to be considered. 
First—is obstruction which is commonly seen 
in newborn infants. The tear ducts are not 
working properly. The best thing to do in 2 
ease of this kind is to clean with a weak solu 
tion of zine sulphate. If there is any collection 
of pus in the sae or tear duct keep it well washed 
away in the cornea from the edge of the orbit. 
A good many of these cases if treated in this 
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way clear up of their own accord. Very rarely 
do you get an infection or an abscess of the sac. 
It is so rare that you do not need to consider 
it. If the condition keeps up after a year, I 
think at that time it is wise to give the child a 
little ether and pass a probe down through the 
sae into the nose. The danger of passing a 
probe in a child within a year is that the pas- 
sages are so very small that you have to guard 
against injuring the delicate mucous mem- 
branes. In this type of case it is better to let 
them go for a year keeping the eye clean with 
zine sulphate solution. 

The second condition is congenital cataract. 
These cataracts are not like those seen in adults 
in that they do not have complete destruction 
of vision. Usually the cataracts seen in infants 
are very small and the child can get quite a 
good deal of vision by seeing around them - 
that the condition does not, as a rule, prevent 
the child’s mental development going on nor- 
mally during the first year. After the first 
twelve months, I think it is time to consider 
doing something about the cataracts. The cat- 
aract in the child is treated differently from 
that in adults in that you do not try to give 
ether. There is a certain amount of risk in giv- 
ing a child ether. There is no reason why you 
should not use atropin. I think it is better to 
defer the operation till the child is at least one 
vear of age, and it is even better to wait until 
the child is three years of age. 

The third eondition to be considered is squint 
which is fairly common in newborn infants. It 
is possible to fit glasses to a six weeks old 
baby. The youngest infant I have seen wearing 
glasses was an eighteen months old baby. The 
baby seemed quite placid with the glasses. They 
could not be taken from him. It is pretty 
rare to get a child as young as that to wear 
glasses with benefit. As a rule, you get more 
suecess in waiting till the child is three year 
of age. It might be well to wear glasses to cor- 
rect a refractive error and then if there is no 
benefit and the eye still stays crossed, I think 
operation should be considered. Each case 
should be treated according to its specific in- 
dication. I would advise doing nothing radical 
until the child is at least eighteen months old 
and then I should advise the doctor to use his 
own judgment from that time on. 


Dr. Broveuton: I was particularly glad to 
have Dr. Lanman bring out the fact that many 
testicles are not undescended testicles and that 
they are carried the greater portion of the time, 
especially in fat youngsters, in the inguinal 
canal. 

I have seen children diagnosed as having en- 
docrine disturbance because they are overweight 
and fed pituitary gland extract without having 
had a very eareful metabolism done. On fur- 
ther investigation the testicles which were said 


to be undescended I have been able to feel easily 
in the scrotum. 


Dr. Stone: I wish that I could disagree with 
what Dr. Lanman has said, but I cannot find 
anything in which to disagree. 

_I was glad to hear what he had to say about 
circumcision. The common idea that circum- 
cision is going to cure a number of diseases is 
a great mistake to my way of thinking. 

Dr. Lanman says that he does cleft palate 
operations between eighteen to twenty-four 
months of age. Personally, I think I would 
operate on some of the youngsters a little young- 
er than that; about fifteen to eighteen months 
of age. 

The operation for undescended testes Dr. 
Lanman places at six years of age. I think that 
if they are having symptoms that is all right. 
In these cases it is just as well to wait a little. 
but it should always be done before puberty. If 
there are symptoms and the boy is pretty un- 
comfortable, it is better to operate at that time. 
But where there are no symptoms, I should 
operate sometime between eight and ten years 
of age. 


Dr. CurLeR: I was interested to hear what 
Dr. Lanman had to say about operations for 
spina bifida. If I understood Dr. Lanman cor- 
rectly on this point, only meningoceles are the 
ones which will be markedly benefited by opera- 
tion, and I think he said one should be careful 
not to interfere with the sae before operation. 
There are a certain number of these unfortun- 
ate babies that come to the hospital with leaking 
sacs. I have not withheld operation on these 
cases, because I have felt it was better to go 
ahead with it. 


Dr. THORNDIKE: I should like to add a state- 
ment to what Dr. Lanman has already said, 
namely, that in advising a truss it should be 
made of yarn and that it should be white and 
not colored. 


Dr. Lanman (In closing): In regard to 
what Dr. Stone said about cleft palate opera- 
tion, I think he is probably right in cases where 
the cleft extends only to the hard palate, That 
is a very much simpler operation than the com- 
plete cleft palate, and it can be done earlier, 
I, perhaps, stick to eighteen months, because 
the last I did was on a baby twelve months of 
age that should have come out perfectly well, 
but did not come out as well as I should have 
liked. 
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CHOLOGOGIC PROPERTIES OF MAGNESIUM SULPHATE* 


BY WALTER L. MENDENHALL, M.D., C. W. 


THE refusal of Henry Wicks’s oxen to drink 
the salty bitter water flowing from a spring 1” 
the town of Epsom, County Surrey, England, 
may be taken as the dawn of the use of Magne- 
sium Sulphate in medicine. The story of its 
medical use now dating almost three centuries 
is admirably told in a recent article by Soper’. 
About two decades ago Meltzer’s investigation® 
stimulated anew the interest in this drug, whose 
chief use had narrowed down to catharsis. Most 
all cathartics have been suspected of influenc- 
ing biliary secretion and Magnesium Sulphate 
has not been omitted from the long list of sus- 
pected chologogues. Within the past few years 
renewed interest in the effect of Magnesium Sul- 
phate on biliary function of the liver has been 
stimulated by the observations of Lyon*® on pa- 
tients with disease of the biliary tract. Re- 
cent!y some researches completed in the gastro- 
enterological division of the Evans Memorial 
Hospital have indicated that in man Magnesium 
Sulphate directly stimulated the production of 
bile by the liver cellst. These observations, made 
on man, could not be so controlled as to prove 
conclusively the occurrence of such stimula- 
tion. In reviewing the literature it is remark- 
able to find so little is known of the pharma- 
cology of a drug so widely used in medical prac- 
tice. Most of the experimental evidence by va- 
rious observers have shown a decreased bile se- 
cretion under Magnesium Sulphate. The clin- 
ical observations possessed so much pharma- 
ecological interest that it was decided to attack 
the problem with the purpose of determining 
experimentally the exact role played by Magne- 
sium Sulphate in producing a flow of bile. Ob- 
viously animal experimentation offered the only 
means for conducting the necessary type of in- 
vestigation. For this reason animals were used 
for the observations which are reported in this 
communication. 


Method: <A series of twenty-five experiments 


‘were performed in which 13 dogs and 12 eats 


were used. The dogs were anesthetized with 
chloretone, given intraperitoneally; the cats 
were given urethane by stomach. The animals 
were starved for 18 to 24 hours previous to the 
experiment. The experimental procedure was 
as follows: ether was given in the beginning of 
the operation to supplement the urethane or 
chloretone if more anesthesia was necessary. 
Usually when it was given at all it was with- 
drawn in 10 or 15 minutes. <A tracheal cannula 
was inserted, carotid artery prepared for blood- 
pressure tracing, femoral vein prepared for in- 
travenous injections, abdomen opened, cystic 


*From the Departments of Pharmacology in the Evans M 
emo- 
rial Hospital and Boston University School of Medicine, ae 
the gastrointestinal division of the Evans Memorial. 
Contribution from the Evans Memorial No. 119-D-8. 
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duet tied, cannula placed in common bile duct, 
end of duct still connected with intestine was 
tied so that no intestinal contents could be re- 
gurgitated into abdominal cavity; a loop of in- 
testine was pulled out and a cannula placed in 
a mesenteric vein. The bile duct cannula was 
then connected by means of a rubber tube to a 
glass tube mounted on a horizontal support. The 
glass tube earried a scale indicating calibration 
in one tenth eubie centimeters. By means of a 
hypodermic need!e thrust through the wall of 
the rubber tube, water was injected into the bile 
cannula, and the meniscus brought to the zero 
point on the calibrated scale. The tube was 
about 80 centimeters long, and by means of a 
short rubber tube was connected to a second 
similarly ealibrated glass tube, mounted paral- 
lel on the same support. The second tube was 
used in ease the first tube became filled before 
the end of the experiment, thus, as soon as the 
meniscus reached the last calibration mark on 
the first tube, fluid was introduced into the tube 
through a hypodermic needle, as described 
above, so that the bile meniscus was then forced 
around into the second tube up to the beginning 
of the calibration scale. The tubes were adjusted 
on a level with the bile duct and thus removed 
the factor of hydrostatic effect. It was seldom 
necessary to use more than two tubes. This 
method of recording bile flow was chosen be- 
cause it seemed to overcome certain objections 
to the usual method of drop recording. Since 
bile formation is ordinarily slow a drop may 
take fifteen minutes or more to form, and, thus, 
water content may change on exposure to room 
conditions. Observations of volume under such 
conditions are unreliable. In the practically 
closed tube system employed in this investiga- 
tion, changes in volume of bile are accurately 
recorded at any moment. Furthermore, errors 
and delays due to mechanical devices used for 
drop recording are obviated. Obviously no loss 
of fluid occurred after the cannula and calibra- 
ted tube were connected, and since the cystic 
duct was tied the increase in volume of fluid 
must be due to increased bile production. It 
was recognized! that changes in liver volume 
might affect changes in the level of the menis- 
cus, but in the absence of changes in general 
blood-pressure level it was regarded as a neg- 
ligible factor if it was a factor at all. Further- 
more, the changes in volume of bile that did 
occur were in no way related to the changes 
that one may expect in an organ as large as 
the liver. The cannula in the mesenteric vein 
was connected, by means of a short rubber tube, 
to a tube calibrated in hundredths of eubie cen- 
timeters. The cannula and calibrated tube were 
then filled with the warmed Magnesium Sul- 
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phate solution, which was injected under grav- 
ity by releasing a clamp on the mesenteric vein. 
Injections were made either by way of the mes- 
enteric or the femoral vein, usually by way of 
the mesenteric vein. The mesenteric vein was 
chosen because the Magnesium Sulphate solu- 
tion would enter the blood stream in conditions 
more nearly comparable to absorption when the 
drug is given by mouth or duodenum, i, e., ab- 
sorption from intestine and direct transference 
to the liver. The possibility of the drug being 
earried to the veins by way of the thoracic duct 
was considered, but it was felt that introduc- 
tion of the drug by way of a femoral vein would 
be essentially a comparable condition. The mes- 
enteric vein with an accompanying small loop 
of intestine was left outside the abdomen, the 
latter being closed to prevent drying or loss of 
temperature. The gall bladder and contents 
were left undisturbed and all operative proced- 
ures were accomplished rapidly and with es- 
pecial care in avoiding tissue injury. After op- 
erative procedures were completed the experi- 
ments were carried on for periods varying from 
4 to 8 hours. Ordinarily 1 to 2 hours were used 
to establish so called ‘‘normal’’ rate of flow be- 
fore any injections were made. Seventeen ex- 
periments were successfully performed, 8 dis- 
carded because of faulty technique or death of 
the animal; almost all the discarded ones oc- 
eurred in the development of the technique. In 
most of the experiments the Magnesium Sul- 
phate was used intravenously; in some it was 
injected directly into the duodenum by means 
of a hypodermic syringe, the needle being thrust 
through an exposed loop. 

The solution of Magnesium Sulphate for in- 
travenous injection was made as follows: the 
Magnesium Sulphate (MgS0O,.7H.O) was dis- 
solved in distilled water so that 1 mgm. of the 
drug per kg. of animal was in each 0.25 ee. of 
solution thus if an animal weighed 10.8 kg. the 
solution was made so that 10.8 mgms. of Mag- 
nesium Sulphate were contained in each 0.25 ee. 
This made it possible to give the dose with the 
least possible amount of fluid and also in salt 
strength more nearly isosmotiec with the blood. 
In instances where weight and dosage would 
result in a solution distinetly hypertonic, then 
the solution was adjusted so as to obviate such 
a factor. When the injection was made into the 
lumen of the intestine varying strengths of con- 
centration were used ranging from 4 to 33%. 

Results: The general results of the study 
may be stated briefly as follows: Magnesium 
Sulphate is a cholagogue when introduced into 
the circulation in small doses extending over a 
long period of time, one to two hours or more. 
It is a depressant to bile secretion when intro- 
duced into the circulation in large doses, unless 
there has been a previous medication with Mag- 
nesium Sulphate in small doses. If an animal 
recelves a single large dose of Magnesium Sul- 


phate intravenously it results in a prompt dim- 
inution in bile secretion, but if, however, for a 
period of an hour or more, small doses are given 
and with gradual increase in size, a large dose 
may then be given without depression of bile 
secretion or in some instances accompanied by 
an increase in bile flow. When the drug was 
introduced into the intestine our experiments 
showed a chologogie effect, and this effect was 
greater and more certain if the strength of the 
solution was from 4 to 6% than it did if the 
strength was 33%. In fact some of the animals 
(cats) died promptly under the influence of 
such a high concentration. 

In the beginning experiments, we used doses 
comparable in size to those used by other ob- 
servers and found an immediate diminution in 
bile flow. Thus, in the beginning experiment 
we began with a dose of 0.060 gm. per kg. and 
increased up to slightly over 0.300 gm. The 
bile flow almost ceased. We repeated the ex- 
periment with still larger doses, beginning with 
doses comparable to those used by Fraser. We 
can confirm his results with that size of dose. 
There was a marked reduction in bile flow. In 
reflecting upon results obtained clinically it 
was recognized that Magnesium Sulphate be- 
eause of its relatively slow absorption and be- 
cause of its relative non-absorbability never 
gains access to the circulation in amounts any- 
where near comparable to these large doses ad- 
ministered intravenously. We, therefore, de- 
cided upon a dose with a size and spacing 
which would be comparable to the state obtained 
clinically when the drug is introduced into the 
duodenum. There, in addition to its possible 
reflex effects, it may be absorbed, but the ab- 
sorption must of necessity be small in amount 
because of the nature of the salt. It was found 
that if the single dose was reduced to 1 mgm. 
per kg. of animal weight and introduced at the 
rate of 10 mgms. per kg. per hour that after 
one or two hours the amount could be steadily 
inereased and along with the increase in dosage 
an increase in bile flow. If, now, we introduced 
a dose intravenously such as we used in the 
preliminary experiments, we could obtain a fur- 
ther increase in bile flow. If the dose was tre- 
mendously increased then bile flow would be- 
gin to show a diminution although still above 
the established normal. We have no explana- 
tion to offer for this curious result of the re- 
peated doses, although such a phenomenon is not 
unheard of*. It may be of value to know that 
the body when loaded up gradually with Mag- 
nesium Sulphate is capable of withstanding a 
much larger dose than is ordinarily tolerated, 
especially when there is indication for pro- 
longed Magnesium Sulphate medication. 

An interesting feature of the results obtained 
was that within certain limits the increase in 
flow showed roughly a definite relation to the 
normal flow. The most striking chologogic ef- 
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feets were shown where there was either a slow 
flow or a flow diminishing steadily from a pre- 
vious flow that was normal or above normal. 
Then the flow may be inereased greatly from 
the low point. An example of this is shown in 
Fig 1. This experiment was one in which the 


0-0500}-— Exp 25 50 
Deyo 


0-04 00-— | — 


Pig. 1 Rate of bile flow as influenced by ereituel 
introduction of Magnesium Sulphete into the sesentéric vein, 


bile flow had been steadily diminishing for a 
period of two hours when. Magnesium Sulphate 
administration was begun. The uninterrupted 
line shows the rate of bile flow in hundredths 
of cubic centimeters per minute. The inter- 
rupted line represents increasing concentration 
of Magnesium Sulphate injected in the blood 
beginning with 0 at the end of the 2nd hour. 
The numbers at the right of the chart refer to 
this concentration in terms of mgms. of salt to 
kg. of weight of animal. In this experiment the 
bile flow might be considered normal in the be- 
ginning of the experiment, but showed a definite 
downward trend for a period of two hours. The 
gradual introduction of the Magnesium Sul- 
phate not only stopped this declining flow but 
reversed the condition into a flow considerably 
above the normal. By our method of recording 
bile flow a clear eut demonstration of the effect 
of Magnesium Sulphate is shown. Had the or- 
dinary drop method been employed it would be 
easy to conceive of the effect as being negative or 
possibly even a diminished flow since at best we 
were dealing with small volumes of fluid and the 
factor of evaporation might easily conceal or 
render negative the real action of the drug. If, 
however, an animal showed a high rate of bile 
flow, then the results were not so striking. Thus 
in five experiments with cats, selected because 
of comparable conditions of the experimenta- 
tion, the normal rate of bile flow was 0.0112 ce. 
per minute. Of this series one cat showed a slow 
rate, 0.0031 ee. per minute with progressive dim- 
inution of flow. Under Magnesium Sulphate the 
rate increased 329%. In another cat whose rate 
was about normal (0.0110 ec. per minute) with 
only slight progressive diminution, the inerease 
was only 9%. In 7 dogs chosen because of com- 
parable conditions of experimentation, the nor- 
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mal rate of flow was found to be 0.0183 ee. per 

minute. In one animal showing a slow flow, 

0.0106 ee. per minute, Magnesium Sulphate in- 

creased the flow 147%, in another experiment 

the bile flow was 0.0200 ec. per minute, the 

flow was increased 33 1/3%. Of the 5 eats noted 

above, in which the dose was 10 mgm. per kg. 

per hour, all showed increased secretion of bile 

except one in which there was a slight decrease. 

Of the 7 dogs noted above, all showed an in- 

crease in bile flow except one in which there was 

no apparent change in flow. The fact that nor- 

mal secretions are not as profoundly affected 

as are those in which there is considerable de- 

parture from the normal is in harmony with 

the well known principle that pharmacological 

agents ordinarily show most striking results 
where functions have departed from the normal. 

Clinieal evidence shows the most striking results 
from the use of Magnesium Sulphate where 
there is a marked departure from the normal. 

In these experiments introduction of the drug 
into the duodenum was followed usually by 
inerease in the bile flow if the strength of solu- 
tion was relatively low, 4 to 6%. In some in- 
stances no noticeable increase was observed. It 
is not probable that conditions are always fav- 
orable for absorption to take place, which may 
account for lack of effect. Our main efforts were 
made to determine if Magnesium Sulphate after 
absorption was capable of stimulating bile seere- 

tion. No marked difference was noted in the 
effect of Magnesium Sulphate given by way of 
the mesenteric vein and by way of the femoral 
vein except that the beginning dosage must be 
kept smaller in the mesenteric than in the 
femoral. Apparently the dilution, which occurs 
by introduction into the femoral vein, makes it 
possible to use slightly larger doses, although 
we usually adopted the same rate of inflow 
whether using femoral or mesenterie vein. 

Control animals in which either no injections 
were made or in which injections of doses of 
Sodium Chloride comparable to those of Mag- 
nesium Sulphate were used, showed a regular 
and constant rate of bile flow throughout a 
period of four to six hours. 

Discussion: Clinieally and experimentally, 
several explanations have been offered to inter- 
pret the action of Magnesium Sulphate. First. 
it inereases bile flow because of osmotic effects’ 
exerted in the upper duodenum and surround. 
ing tissue, thereby relieving swelling and con 
gestion and thus affording ready egress of bil 
from the common duet. Second, it inerease- 
bile flow because of an effect upon the sphincter 
of the common duct, relaxing it and providing 
for a facilitation in bile expulsion; or by reflex 
effects upon the gall-bladder causing contrac: 
tions which expel the bile’. Third, it stimulates 
liver cells to greater production of bile*. Fourth. 


it increases bile flow by a combination of the first 
three mechanisms. 
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Obviously, in the first two explanations, bile 
production per se is not affeeted but are in- 
stances of increased mechanical fatility for bile 
delivery to the intestine. Mechanical obstrue- 
sion to bile flow is a very common disturbance 
encountered clinically, and if it is not extensive 
may be overcome by just such a change in 
mechanics as Magnesium Sulphate may bring 
about on the basis of each or both of the first 
two explanations. However, the experimental 
work on which either of the first two theories 
mentioned is based is inadequate to prove their 
correctness. 

A bile flow that is deficient qualitatively, 
quantitatively, or both, may present the possi- 
bility of abnormal! liver function, in which case 
the object of treatment may not be met by Mag- 
nesium Sulphate if its only actions are those re- 
sulting in changed mechanical conditions, 
(Jualitative changes in the bile have been dem- 
onstrated in patients whose livers were presum- 
ably funetionally deranged in observations 
made in the Evans Memorial‘. The clinical ob- 
servations seem sufficiently numerous to war- 
rant the conclusion that Magnesium Sulphate 
has a direct stimulating effect upon bile secre- 
tion, but its experimental demonstration has 
hitherto failed to verify the clinical observations 
and some are inclined to believe that the results 
observed clinically may have been fortuitous. 
Most of the animal experimenters in reporting 
their results say that Magnesium Sulphate does 
not affect bile secretion, or if it does, affeets it 
in the way of depression’, rather than stimula- 
tion. 

The results obtained in this investigation con- 
firm many of the clinical observations. While 
it was generally noted that small doses of Mag- 
nesium Sulphate increase bile flow, it was also 
noted that large doses decrease the flow. Clin- 
ically, a decreased flow has been noted which, in 
the light of this investigation, may be explained 
by a too rapid absorption and a consequent de- 
pression of bile flow. It is conceivable that this 
may occur when the concentration employed is 
too high for the particular mucous membrane 
involved. Thus a 33% solution is a relatively 
high concentration and as such the salt action 
which results may so injure the mucous mem- 
brane that it behaves like a passive membrane 
and permits a more rapid penetration of the 
salt and a consequent sudden appearance of rel- 
atively large amounts in the cireulation.. Then 
it depresses bile secretion just as effectively as 
‘t does when injected intravenously in large 
amounts. A practical illustration of this was 
noted during this investigation. A patient was 
under treatment by Magnesium Sulphate, 33% 
solution by duodenum with no increase in bile 
flow. Upon using a more dilute solution there 
resulted copious outflow of bile. From the re- 
sults of this investigation it would seem that 
such high concentrations as 33% are not neces- 


sary, in fact may sometimes be harmful. 

The evidence herein reported shows that bil- 
iary flow occurs when proper‘amounts of Mag- 
nesium Sulphate reach the liver by way of the 
blood stream, directly after absorption from the 
gut. Comparable results are obtained whether 
the gall bladder is in situ or has been excised. 
These results show conclusively that Magnesium 
Sulphate stimulates the actual production of 
bile by the liver cells, i. e., has a true cholo- 
gogic action. They also show that the quantity 
of bile which can reach the intestine is not nee- 
essarily influenced by the presence or absence 
of the gall bladder. The results of these ob- 
servations on animals support the contention of 
MeClure and his co-workers that in man, bile 
found in duodenal contents has come for the 
most part directly from the liver and has 
been modified slightly, if at all, by any action 
of the gall bladder‘. That Magnesium Sulphate 
is absorbed from the intestine is indicated in 
the eases where death oceurred following intro- 
duction of a large dose into the intestine. These 
large doses may also cause depression of bile flow 
as is plainly indicated in the tesults of Fraser. 

The results of this investigation substantiate 
many of the clinical observations and seem to 
warrant the following conclusions: 


1. Introduction of Magnesium Sulphate into 
the portal cireulation as described herein in- 
creases the bile flow in the absence of the gall- 
bladder, and therefore its obvious result is a 
stimulation of bile production by the liver cells. 

2. Large doses of Magnesium Sulphate in- 
travenously (i. ¢., amounts greater than is pos- 
sible of entering the cireulation under ordinary 
condition of absorption) cause a retardation 
of biliary secretion. 

3. Large doses of Magnesium Sulphate by 
duodenum may cause depression of bile flow, 
which in the light of our evidence is due to 
rapid absorption of Magnesium Sulphate. 

4. When Magnesium Sulphate is introduced 
directly into the intestine it has a chologogie 
effect exclusive of any that may conceivably be 
exerted through local or reflex mechanisms. 

5. The chologogie action of Magnesium Sul- 
phate is more marked in instances where bile 
flow is diminishing or is small in amount. 

6. The evidence supports the usual concep- 
tion that Magnesium Sulphate is absorbed from 
the intestine. 
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THE TRUDEAU SOCIETY 


THE ninth meeting of the Trudeau Society of 
Boston was held in Sprague Hall, the Medical 
Library, 8 The Fenway, on May 11, 1920. 

The meeting was called to order at 8.20 P. M. 
by Dr. Cleaveland Floyd, the roll called, and 
the records read, which were accepted as read 


The speaker of the evening was Dr. Edward 
O. Otis, his subject being ‘‘The Symptomatic 
Treatment of Tuberculosis.’’ Dr. Otis’ paper 
is herewith reproduced. 


GENERAL TREATMENT 


Besides the usual hygienic-dietetic treatment, 
rest, fresh air, and food, is any general medica- 
tion of value or desirable—‘‘ medicinal tonies,’’ 
as Pottinger calls them? Of course, as we know, 
there is no drug that has any directly curative 
effect on the disease, but are there any which 
may improve the general condition, at least in 
individual ecases—such, for example, as the 
hypophosphites, the calcium preparations, cod 
liver oil, malt, arsenic, creosote, and others? 
Moreover, when one considers the psychic ele- 
ment, one’s experience is that a patient often 
feels more contented and hopeful if he is taking 
something, if only ‘‘causa mentis.’’ I fancy 
that we all, when we are ill, if we were to con- 
fess it, feel a little more secure and hopeful if 
we are taking some drug with the assurance of 
our physican that it will do us good. Human 
nature in this respect is quite the same with the 
ignorant as with the learned. It may seem he- 
retical to suggest the idea of general medication, 
but it may be worth while to give the subject a 
moment’s consideration although it is true that 
such attempts in the past have been sorry ex- 
amples of fantastic medication which would be 
humorous if not so pathetic. 

Again, are small amounts of alcohol in any 
form of value? The English and Continental! 
physicians apparently think they are, and so 
sagacious and wide-experienced physician as 
Dr. Austin Flint has said that his studies fur- 
nished striking example of the value of alcohol. 


CLIMATE 


Of late years one does riot hear much about 
a change of climate for tuberculous patients. 
Formerly, however, as we know, a change to a 
climate which was considered more favorable 
than the one the patient was in, was one of the 
first things thought of, and in particular Colo- 
rado was the place of choice for this purpose. 

There is still, I believe, advantage to be gained 
in certain cases in the removal to another loca- 
tion where the climate is considered more favor- 
able with regard to pure air, sunshine, and dry- 
ness, provided the patient can be under the care 
of a competent physician and preferably in a 


sanatorium. I am convinced that some of our 
patients under treatment either in their homes 
or in a sanatorium in the East would do better 
in such a elimate as Colorado Springs, and in 
such a sanatorium as Cragmor with its excellen' 
medical attention. The southwestern resorts 
also offer excellencies of climate and good mei- 
ical service. 

A change per se is not infrequently an ad. 
vantage, in addition to the more favorable eli. 
mate. 


REST 


Although this fundamental principle in the 
general treatment of tuberculosis is outside the 
scope of this paper, yet I cannot refrain from 
saying a word with regard to it, for in my ex- 
perience not even yet is the paramount impor- 
tance of rest fully appreciated by many phys- 
icians. Dr. Pratt many years ago demonstrated 
what could be accomplished by rest in the treat- 
ment of tuberculosis, and his striking results 
emphasized, as has never been done before, its 
value. 

In the first place, when rest is indicated it 
must be absolute rest, not ‘‘placing one foot 
over the other,’’ as Patterson says; and this rest 
must be prolonged, not only until all toxemia 
has subsided. but until the extension of the 
local lesion is arrested and the formation of 
sear tissue becomes predominant. 

We can do something to supplement simple 
bed rest by the procedure first suggested by 
Webb, of lying on the affected side. The chest 
jacket, several of which are now to be had, I 
believe is also of value by constricting the res- 
piratory movement, just as we strap a side for 
pleurisy. I have often thought that if we eould 
put the old chronie quiescent eases to bed and 
keep them at absolute rest for an indefinite 
period, a real arrest of the disease might be ob- 
tained. Of course, the only complete rest of 
the diseased lung is its compression, either by 
artificial pneumothorax or by _ thorocoplasty, 
and the world-wide experience with these two 
operations is convincing and they deserve more 
serious consideration than we in this part of 
the country seem to have given them. To one 
who has witnessed the operation of thoroco- 
plasty it seems almost brutal, but it is surpris- 
ing that there is so little shock, and there is al- 
ready at hand quite abundant evidence of its 
value in saving many lives. 


HAEMOPTYSIS 


In the first place it is well to make sure of the 
source of the bleeding. There are other sources 
of haemoptysis besides the lungs. Cirrhosis of 
the liver causing disturbed circulation, varices 
of the oesophagus, mitral lesions, aneurysm, 
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bronchiectasis, bronchitis, and sometimes a nose 
bleed may mislead us. 

Streaked sputum, though generally disre- 
garded as unimportant, may or may not mean 
anything, but at all events it alarms the indi- 
vidual who has it. There are, as we all know, 
frank eases of haemoptysis, the cause of which 
is undiseoverable by any means of investigation 
within our power. We say, and it is not im- 
probable, that it is from some tiny tuberculous 
focus in the lungs which we are unable to de- 
tect. Haemoptysis, however, from a known 
lesion in the lungs, oceurs, as we know, in about 
fifty per cent of cases of tuberculosis and in dif- 
fering degrees, according to the extent and ac- 
tivity of the lung lesion. 

One can roughly divide haemoptysis into 
three classes; first, that which occurs in early 
or moderately advanced cases; second, that 
which occurs in advanced cases with cavity ; and 
third, that which oceurs in fibroid cases in later 
life. Rarely, if ever, does an immediately fata! 
case of haemoptysis occur in the first category, 
and rarely does a non-fatal case occur in the 
second. 

As to the treatment of haemoptysis in the 
first class, namely the incipient or moderately 
advaneed cases, the most of them would take 
care of themselves without any direct treatment 
except rest. Indeed one occasionally hears of 
an individual who has a smart haemoptysis 
while about his work, and who uneoncernedly 
keeps on, paying little heed to the hemorrhage, 
which subsides with no immediate further re- 
sults. In most cases, however, the presence of 
blood in the mouth is an alarming symptom, 
both to the patient and his entourage and some 
active treatment is demanded. 

Rest with fresh air are the first requisites. 1 
cannot see that the position of the patient is of 
any great importance, although I prefer the 
semi-recumbent one. The ice-bag is the usual 
external application, but I doubt if it is of any 
value except as a visible evidence of doing some- 
thing. Many drugs have been employed, and 
the hemorrhage has subsided, and the result is 
attributed to whatever drug has been used, a 
post hoe, propter hoe deduction. 

Everyone treating this symptom, however, 
has his own plan of procedure. Mine is the use 
of the nitrites such as the nitrite of amyl, 
nitrite of sodium or nitroglycerine; a saline 
laxative or cathartic, and a small amount of 
codeia given every two to four hours, just 
enough to calm the nervous excitement and con- 
trol the cough. It is a widespread custom, I 
know, to give a hypodermie of morphia, gener- 
ally a quarter of a grain, but in my experience 
this is rarely necessary and it may be a cause 
of harm in produeing aspiration pneumonia. T 
am ¢convineed that the milder derivatives of 
opium, if any are indicated. are preferable. Of 
the various serums and haemostatie prepara- 


tions, I have had little experience, but I doubt 
if they are needed or are of much value, 

In the second category, in the advanced cases 
with cavity, the haemoptysis is either over- 
whelming and immediately fatal or recurrent at 
frequent intervals and in large amounts, and 
in this case the result is equally disastrous. In 
this class of cases artificial pneumothorax is in- 
dicated and if it can be done, would seem to be 
the only effective means of allaying the hemor- 
hage. Unfortunately, however, one is not like- 
ly to have at hand either a skilled operator or 
an apparatus for immediate use. Of course the 
other procedures mentioned above, or any others 
available, such as the old-time remedy of salt 
or ligation of the extremities, large doses of 
atropin and the calcium preparations have also 
been endorsed. 

In the haemoptysis occurring in fibroid cases, 
there really seems no indication of any very 
active treatment, for in my experience hemor- 
rhage in these cases does not seem to have the 
slightest injurious effect upon the patient or 
the local condition. 

When all is said and done, one must agree 
with Fishburg, that ‘‘we do not know of any 
drug which will stop hemorrhage.’’ It is re- 
markable what severe and recurring haemop- 
tyses one may have and be none the worse for it, 
so far as the local lesion is concerned. 


COUGH 


In order to cough one must inhale more or 
less deeply to obtain the ‘‘vis a tergo’’ for the 
expiratory cough; hence coughing implies sud- 
den and unusual movement of the lungs. 
Coughing is really a breathing exercise, and 
there can be no approximation to local rest 
where there is much coughing, however quiet we 
keep the body. 

Where there is much secretion one must cough 
to eliminate it. There is also the unproductive 
and irritable cough, sometimes more incessant 
and annoying than the productive cough. Again 
the cough may be aggravated by a recumbent 
position and in consequence one’s sleep is dis- 
turbed or inhibited. 

Furthermore, a constant cough discourages 
the patient and he is often insistent that some- 
thing should be done to relieve him. Coughing 
not infrequently also causes emesis, the ‘‘emetic 
eough,’’ so-called, another unfortunate result 
of this symptom. 

In each individual case a careful study must 
be made of the character of the cough, whether 
productive, or non-productive or irritative, al- 
though both kinds of cough are really caused by 
the same factor, namely some secretion some- 
where in the respiratory tract. From the result 
of such careful investigation the treatment must 
be determined. If the cough is only of a moder- 
ate degree no drug is indicated other than the 
open air regime except perhaps some simple 
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remedy, more for its psychic effect than any- 
thing else. When the cough is of the productive 
kind the main object to be attained is to increase 
the intervals between the paroxysms of cough- 
ing; and when of the non-productive kind, to 
allay the sensitiveness of the irritated and irri- 
table mucous membrane of the respiratory tract. 

In the first place, the various simple remedies 
so well know ean be tried, such as chloroform 
water or tablets, lactucarium, and the various 
sedative syrups. Inhalations or sprays are ser- 
vieeable if the upper respiratory tract is irri- 
table. Failing with these simple remedies, and 
with a considerable number of patients they will 
fail, some form of opium wiil have to be em- 
ployed; as Flint wisely says, ‘‘Palliatives con- 
taining opium are allowable or advisable al- 
though an evil, because they are the means of 
relieving a greater evil,’’ and as Osler in his 
last illness, when distressed with his cough 
wrote, ‘‘All bronchial therapy is futile; there 
is nothing my good doctors have not made me 
try, but the only thing of any service in check- 
ing this cough have been opiates, a good drink 
out of the paregoriec bottle, or a hypodermic of 
morphine.”’ 

The milder derivatives of opium are prefer- 
able, such as dionin or codeia; I prefer the lat- 
ter. As little as possible should be given as will 
accomplish the purpose, and should not be con- 
tinued in a routine way. A single dose of 
codeia at night may be sufficient. In the ad- 
vanced and hopeless cases, obviously opium may 
be used more freely employed where the cough 
is painful and frequent. 

In the so-called ‘‘emetie cough’’ mentioned 
above something must be done if the patient’s 
nutrition is to be maintained. The meal which 
is most frequently lost is breakfast. A warm 
drink of some kind on awakening will often 
excite coughing and the elimination of the ac- 
cumulated secretions, and subsequently the 
breakfast can be taken with less likelihood of 
losing it. Reelining immediately after eating 
and several small meals a day instead of the 
three more heavy ones are rather expedients, 
and of medicaments a few drops of chloroform 
well diluted, menthol, or cocaine before meals 
have in some eases given favorable results. 

As a last resort codeia taken an hour before 
meals may relieve the situation. 


DIGESTIVE DISTURBANCES 


Digestive disturbances of one kind or another, 
and anorexia may prove a fatal obstacle to re- 
covery. It is therefore of fundamental impor- 
tance that sufficient food should be taken and 
assimilated. Generally, as  Labourin says, 
“*Every-day food is sufficient in the treatment 
of three quarters of all tuberculosis patients.’’ 
Nevertheless, the physician must satisfy himself 
that the ‘‘every-day food’’ is sufficient and of 
the proper constituents. 


In the remaining one-fourth of the cases at 
least, digestive disturbances are present in var- 
ious forms, and require special dietetic, and of- 
ten some drug, treatment. 

It is hardly necessary to consider in dets 
the management of the various gastro-intestinal 
disturbances, such as flatulence, distress after 
eating, nausea, vomiting, simple diarrhea, or 
constipation. These must be combatted by diet 
and appropriate medication, as in such condi- 
tions unaccompanied by tuberculosis. 

One of the most difficult conditions to deal 
with is anorexia, as it is one of the most vital. 
The old saying, that the tuberculosis patient 
who does not eat is doomed, is true. It will tax 
all the ingenuity of the physician, dietician, 
and nurse to induce an anorexie patient to take 
sufficient nourishment, and demands a very 
eareful study of food values, their method of 
preparation, and the frequency of giving them. 
No pains or effort is too great in securing suffi- 
cient intake of food and satisfactory digestion 
and assimilation. Neither open air, rest, or 
change of climate will avail if this fails. 

In the presence of gastro-intestinal disturb- 
ance, one must always bear in mind the possi- 
bility of intestinal tuberculosis, and if this con- 
diton is suspected, the X-ray and other diag- 
nostic means should be employed to prove or 
disprove it. If found to exist the Alpine or 
Quartz crystal lamp seem to be the accepted 
treatment. 


NIGHT SWEATS 


This symptom has never seemed to me as 
serious or important as it is often considered to 
be, or as frequent. Patients often say that they 
have night sweats when on further inquiry they 
are not really such. If true night sweats are 
present careful arrangements for open air 
sleeping without too much covering may be ef- 
fective without other treatment. 

If more active treatment is required some 
nourishment, such as a glass of warm milk just 
before retiring, and repeating it later, just be- 
fore the time when the sweating has been found 
to occur, and bathing the patient with acidulated 
water on retiring, may avail. Of drugs I have 
found two which in my hands have been the 
most useful, agaricin and camphorie acid, or the 
combination of the latter with pyramidon. 

After all, night sweats are but a symptom of 
the general toxaemia of the disease, and what- 
ever conduces to diminish that will also dimin- 
ish or obviate this symptom. 


PLEURISY 


Pleurisy with effusion is not an infrequent 
occurrence in the course of pulmonary tuber- 
eulosis and when the effusion is moderate, it is 
probably best let alone, and may serve a useful 
purpose by compressing the lung. If excessive, 
however, producing symptoms of dyspnea, there 
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i. n thing to do but to withdraw some of the 


flu. and the result is often favorable and with- 
oul ‘njurious effect upon the diseased lung, and 
without reaeeumulation. 

tye withdrawal of a part of the fluid, and 
the substitution in its place of air has also been 


found to be of value. 

in empyema aspiration may at first be tried, 
but is rarely successful, the fluid soon re-accum- 
ulating. Operation by the exition of a portion 
of a rib, as in ordinary eases of empyema, would 
seem to be the only alternative, and if the pul- 
monary disease is not too far advanced and the 
fluid is free from tubercle bacilli, I see no rea- 
- son why the operation should not be successful. 


FEVER 


Fever, of course, is an indication of active 
toxaemia, and the only real means of combatting 
it is absolute bed rest under open air condi 
tions. In the majority of eases this proves ef- 
fective, although it may be a very long process, 
extending over many months, it may be. 

There are, however, not a few eases, unfor- 
tunately, in which the fever persists after long 
immobilization and the loeal lesion progresses, 
and the ultimate issue becomes very dubious. 
In these cases artificial pneumothorax, if it can 
be done, may turn the scales in the right diree- 
tion and lead to the arrest of the acute symp- 
toms. This, of course, depends upon the ab- 
sence of adhesions and the integrity of the con- 
tralateral lung. 

Experience has shown that the result of this 
procedure is sometimes most striking; the fever 
disappears and with it the other unfavorable 
symptoms. 


I do not believe that any antipyretics are of 
value, 


' LARYNGEAL TUBERCULOSIS 


This unfortunate complication is a difficult 
one to deal with, and when it oeeurs in advanced 
disease it is practically hopeless. In earlier 
cases the outlook is more favorable, and the 
present treatment of rest, simple disinfection, 
ani heliotherapy has produced many cures of 
tus distressing symptom. 

‘he rest, however, must be absolute; no word 
1... be either spoken or whispered. There are 
now devices by which the patient himself can 
1 ‘oo the rays of the sun upon his own vocal 

Other than a simple disinfectant fluid 
por, no loeal applications are indicated. In 
iced eases where there is much infiltration 

‘ceration the electrocautery has been found 


— aid of the laryngologist will often be re- 
to make a differential diagnosis. 

‘i dysphagia exists—a most distressing 
om—the insufflation of orthoform or an- 
4, menthol or cocaine are loeal palliatives. 

‘. such applications fail there is the proced- 


ure of injecting the superior laryngeal nerve 
with 85% alcohol if one has anatomical knowl- 
edge enough to do it. When the epiglottis is 
involved amputation may be indicated. 

In spite of all we can do—the dysphagia is so 
severe that these unfortunate patients actually 
die of inanition. 


Discussion 


The discussion was opened by Dr. Olin S. Pet- 
tingill, and was further discussed by Doctors 
Lord, Hawes, Clifford, Wagner, Hill and Floyd 
as follows: 


Dr. O. 8S. Pertinertt: Mr. President and 
Members, I hesitate to discuss this paper after 
hearing Dr. Otis because he has left very little 
of importance to say. In regard to haemopty- 
sis, I think we can well divide the cases as far 
as prognosis goes into those with fever and 
without. Cases with fever have a far different 
prognosis from those without fever, especially 
the case that begins with a high fever before 
blood appears. The case without fever is al- 
most always due to trauma. | 

Then the question comes up of how long to 
rest the patient in bed. Of course, the patient 
who has had a fever with his blood spitting 
should be rested in bed longer than a patient 
without fever regardless of the amount of blood 
lost in the hemorrhage. ; 

Posture is of some importance, or the posi- 
tion a patient should assume in bed. When I 
was at the Rutland State Sanatorium it was the 
routine treatment to take the pillow from under 
the patient's head and even elevate the foot of 
the bed with the idea that this position would 
help the blood clots gravitate to the larger 
bronchial tubes and stop to some degree the ex- 
tension of the disease downward to the base of 
the lung as often occurs. Later, while 1 was 
at the Rhode Island State Sanatorium the rou- 
tine treatment was to sit the patient up in bed 
or in partial sitting position. From my ob- 
servation of these two procedures I could see 
no difference in the amount of lung involved 
after the hemorrhage was over. Of course, in 
those days we did not have the X-Ray to check 
up our physical findings. 

‘As to the immediate treatment of the hemor- 
rhages—I cannot remember seeing a fatal case 
of hemorrhage unless it occurred within three 
or four minutes after the hemorrhage started. 
As for stopping the bleeding at this time I 
feel that is either the undertaker’s job or a rest 
in bed, medication having very little effect. Ar- 
tificial pneumothorax, if we can locate the lung 
that is bleeding is the treatment par excellence. 

The prevention of the extension of disease is 
always to be considered. We see some of these 
patients bleed and their sputum soon develops a 
foul odor with some fever which is probably due 
to secondary infection. In these cases, I wonder 
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if it is good therapeutics to use too much codeine 
and morphine to relieve cough. If you have 
ever had the experience of lying in bed thinking 
that every time you cough you are going to fill 
your mouth with blood and if you don’t cough 
you have the sensation that you are going to 
drown or strangle and this keeps up for days 
you can well imagine what a hemorrhage pa- 
tient goes through. It is simply humane in this 
condition to use codeine or morphine and to 
change the patient’s position from ordinary rest 
in bed to a sitting posture depending upon the 
results of this change in position. 

As to the use of nitrites—at one time we 
thought amy] nitrite was the treatment and we 
always hastened to the bedside of the patient 
with a pearl of amyl nitrite. I remember dis- 
tinetly one case where the patient was rendered 
unconscious by the use of amyl nitrite on two 
different occasions, although it proved effective 
in stopping the hemorrhage. Dr. Burns of North 
Reading reported treating a series of patients 
with epsom salts. We have tried this but the 
principal objection was that it frequently upsets 
the patient’s stomach causing vomiting, although 
the theory for its use is very reasonable. 

The treatment of cough varies as to type. A 
non-productive case can be helped out surpris- 
ingly by having the patient exercise his will 
power to suppress it. Prolonged rest in bed is 
the only real cure for a cough. Many eases show- 
ing persistent cough are due to irritation in the 
upper respiratory passages. Treating this con- 
dition with nebulizer sprays of eucalyptus to 
soothe the respiratory mucous membrane is 
sometimes all that is necessary. We use codeia 
for cough in the last stages to make a patient 
comfortable and to relieve the cough temporarily 
in acute cases. The temporary suspension of 
coughing often lessens the irritation in the throat 
thereby curing the cough. 


When it comes to treatment of tuberculous 
laryngitis I have lived through the lactie acid 
and the electric cautery stages. I think what ever 
you do locally is entirely wasted unless the pa- 
tient’s general health improves. The only local 
application we use at present is silver nitrate 
10 40 per cent strength applied directly to the 
ulcer or granuloma. That soothes and at the 
same time is antiseptic treatment. Heliothera- 
py by use of direct sunlight and the so-called 
Kromayer light is tried as a matter of routine 
at the sanatorium. I do not know how much 
quackery is involved but this seems to help im- 
provement in many of our eases. Absolute rest 
of the voice, not even a stage whisper, is the 
most important part of the treatment. Whisper- 
ing by use of the lips only should be explained 
to the patient. 

For night sweats the drugs we use mostly are 
strychnine and atropine. Strychnine as a tonic 
or in larger doses works well and atropine re- 


lieves but makes the patient’s throat dry and 


causes an unpleasantness if used for any length 
of time. 


Dr. F. T. Lorp: I have but little to say. I 
would like to ask Dr. Otis—I didn’t understand 
your first class of hemorrhages. 

Dr. E. O. Ors: The first class are the early 
and moderately advanced cases. 

Dr. Lorp: It has been my idea that all hem- 
orrhages in tuberculosis came from cavities, and 
those eases with hemorrhage came from cavi- 
ties, and the autopsy evidence supported this 
point of view. 

Regarding the use of opiates in hemorrhage— 
I went over the Massachusetts General Hospital 
cases some time ago getting together some hun- 
dreds of cases of hemoptysis and analyzed this 
large series, those that were fatal, to see if I 
could find out why they were fatal. It seemed 
clear that there were two classes that proved 
fatal, one in which the hemorrhage itself was 
fatal, and the other that for some reason coin- 
cident or following the hemorrhage there was 
an extension of the tuberculous process; and as 
it turned out, the latter group was the larger 
grroup—those that died not in consequence of 
the hemorrhage itself. And this it seemed to 
me had a bearing on the treatment, conceding 
that an opiate subdues the impulse to cough 
and the retention of infected material and thus 
promotes an aspiratory broncho-pneumonia; 
and so it has been my custom to refrain from 
using an opiate in the presence of hemorrhage. 
But realizing that there are cases in which the 
patient is very excited in which the cough is 
very persistent and very little blood is brought 
up at the time in proportion to the cough, in 
such cases one might feel that subduing the im- 
pulse to cough might stop the hemorrhage. 

Regarding night sweats—I took interest in 
various methods used for the treatment of night 
sweats and I may say I never found any to have 
any effect on night sweats. We experimented 
with many drugs and with bathing but I must 
confess I never found any thing helpful. 

Dr. Otis referred to an important point in 
the treatment of empyema. When there are 
tubercle bacilli in the pus the procedure is as- 
piration; and when there are other organisms 
than tubercle bacilli in the pus, operation is the 
procedure of election. I believe that a great 
mistake occurs in certain localities in not ob- 
serving these rules. Too often pus is found in 
the chest on aspiration and immediately opera- 
tion is done because pus is found; but it is 
highly desirable that such pus should be exam- 
ined under the microscope for the presence of 
Gram staining organisms in it, and if it proves 
not to contain such organisms, then a culture 
should be made. Sometimes we find organisms 
by culture when we can’t see any with the mi- 
eroscope. If other organisms are present and 
tubercle bacilli too, in other words, if a patient 
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has a pure tuberculous empyema, aspiration is 
the operation of choice. If the patient has other 
organisms, then operation is the procedure of 
choice. Tubereulous cases tend not to get well 
after operation but to have persistent sinuses 
which last indefinitely. 

The paper was further discussed by Dr. John 
2nd. 


Dr. R. Crirrorp, Boston: There is very little I 
ean add. One thing I would like to ask and that 
is in regard to climate. It has been my im- 
pression—it was told in Leysin that in pa- 
tients who went to a high altitude and remained 
there for any length of time that there was al- 
ways danger when they came down of hemor- 
rhage or of reactivation of their trouble. 


It seems to me in cough where there is pro- 
ductive cough and raising large amounts of spu- 
tum cough medicines are contraindicated be- 
cause the object is to get rid of the sputum and 
the secretion that is retained in the eavity. I 
don’t see in advanced cases why those cases 
shouldn’t be put on postural drainage as cases 
of bronchiectasis are. I think by giving them 
cough medicines causing the retention of that 
secretion they would get toxemia. I would like 
to hear some comments on postural drainage— 
why it isn’t indicated. 


Dr. Il. S. Waaner: For night sweats I had 
strychnine proposed to me some time ago, and 
tried it. It seemed to me I could reduce the 
amount of atropine by giving strychnine at the 
same time. I could get away with 1/150th grain 
of atropin and I eould by giving 1/50th grain 
of strychnine get down to 1/200th or 1/250th 
grain of atropine and occasionally I could cut 
out the atropine. However, that didn’t work 
in every case but it did seem worth trying. 

In hemorrhage I believe in the partially re- 
cumbent position. The throat muscles can con- 
trol the sputum and blood in that position bet- 
ter than when they are on the back or side. To 
come up into the elbow position means quite a 
good deal of muscular effort. 

There are amyl nitrite, caleium chloride, ice- 
bags and cracked ice. Every good nurse will 
bring them in. The best thing the doctor 
can alvise is that the patient should not 
get too much eracked ice for fear of a thirst, 
and shift the ice-bag over the heart. As far as 
amy! nitrite goes, in some eases it is effective, 
In of ers not. I suppose it may depend wheth- 
er ‘lio hemorrhage may be from the arterial rad- 
icles ov from the venous radicles. The principal 
thine is to get the patient’s mental condition 
Set‘: and many times one will have to use a 
hypo of morphine, especially in private cases 
where there are relatives around and you have 
nO special nurse to put on the ease. In a private 
Sanatorium the nurse should see that the bell 
cor is conneeted up near the patient and dem- 


onstrated. Then in regard to the diet—cutting 
out all food except milk enough to quench thirst 
except in the case with too much cracked ice. 


I think a good dose of salts within 18 to 24 
hours after the hemorrhage is good procedure. 
If the patient has had morphine, that ought 
to be preceded by an oil enema and then the 
next morning a suds enema and then the salts 
will put him in a condition to have a movement, 
and if they can’t use the bed-pan put a commode 
along side the bed. 


As far as artificial pneumothorax is con- 
cerned, the eases in which I have given it 
haven’t stopped bleeding any quicker than the 
others. In one case which I thought espec- 
ially favorable for this treatment his condition 
was good and physical examination good and 
X-ray showed a small cavity on the right side 
underneath the fifth rib posterior, but two in- 
jections of 250 ¢.c. of air 18 hours apart didn’t 
stop the hemorrhage. The hemorrhage contin- 
ued for ten days, and in three weeks we got an- 
other picture. This showed that the upper lobe 
was under compression and over a cavity which 
the plate showed to be half an inch from the 
chest wall was an adhesion. So the lesson 
was to me that any cavity in that position will 
have a limiting membrane which will be tough, 
and artificial pneumothorax wouldn’t separate 
it. It still would be adherent; and you could 
see this cavity persisting in the adhesions com- 
ing down from that point. — 

Cough—the patients should be taught repres- 
sion of cough just as soon as they enter the in- 
stitution before they have had hysterical cough- 
ing and vomiting. I regret very much we are 
not using heroin for I believe I got better re- 
sults from heroin than from any other deriva- 
tive of morphine. 


There was one point—that is, the treatment 
by injections of calcium chloride in eases with 
tuberculous bowels. I can’t say I have had much 
suecess but it has been tried. The cases where 
I tried it are not benefited as regards the pain 
in the abdomen or the diarrhoea. 


Climate—I think that is a matter of men- 
tal therapy, but if one wants to choose a place, 
the best location I could recommend would be 
Denver because it is comfortable during both 
the summer and winter. 

T think that posture is something that ought 
to be experimented with in all patients, when 
the cough is productive. All these hygienic 
habits ought to be pushed in anticipating the 
time when the incipient case may become far 
advanced. 


Dr. Georce S. Hitt, Boston: I have been 


reminded of one or two things. The first is the 
use of aleohol. There is no question in my mind 
we can get a great deal of peace of mind in pa- 
tients in the last stages of tuberculosis with 
whiskey. 


T had one patient where the family 
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objected to alcohol but I mixed it up with pep- 
premint, and it worked well. 

Night sweats—strychnine and atropine to- 
gether form the best remedy for seasickness. 
The only thing I have had good results from is 
repeated doses of sage tea. Repeated doses of 
sage tea have as good effects as strychnine and 
atropine. 


Dr. Wagner spoke of tuberculosis of the bow- 
els. I am a great believer in the Alpine lamp 
for this condition. I don’t know whether the 
Alpine lamp avtually heals tuberculosis of the 
bowels or not. I think it helps to raise the re- 
sistance and helps to get rid of the gas, and 
have seen remarkable relief of symptoms and 
the patient’s bowels stop running and the pa- 
tient recover as far as symptoms are concerned. 
I think it is the thing to use. 


Dr. Epwarp O. Oris, Boston (closing): In 
regard to intestinal tuberculosis—in all these 
eases of gastrointestinal disturbance I think one 
should bear in mind the possibility of tubercu- 
losis and use the X-ray and all other means of 
investigation to prove or disprove the existence 
of this condition, and I agree with the Presi- 
dent that the Alpine lamp, as shown by Dr. 
Stewart in the Ninelte Sanatorium in Manitoba 
brings about improvement but not cure. 

Atropine has been referred to several times. 
and perhaps I have a personal repugnance to 
using it in night sweats from my own exper- 
ience. I heard it was good for seasickness and 
I took some at the beginning of a voyage before 
dinner and I found it was utterly impossible to 
eat a dinner and I think that that is the objec- 
tion to its use—it dries up the secretions. 

The emetic cough—the morning cough will 
produce emesis after breakfast, and that is real- 
ly a serious symptom. And a warm drink early 
in the morning will serve to prevent that, and 
then the expedient of immediately lying down 
after taking breakfast or taking a little di- 
luted chloroform—a few drops may relieve that 
distressing symptom. 

I think what Dr. Hawes said was true that 
rest means bodily rest and also mental rest and 
I reeall Dr. Bushnell saying that they could 
worry only one hour a day but they eould pick 
out that hour. 

Dr. Clifford brought up the point as to wheth- 
er there was any danger in coming down from a 


high altitude as Colorado Springs which is 5,000] 


feet above the sea level to a low altitude. I 
do not see why there should be any danger and 
I don’t recall any case where a recurrence of the 
disease occurred after coming down from a high 
climate altitude. 

I can’t agree with the President in regard to 
using morphine. I ean’t believe it is necessary 
and I believe IT have seen cases of aspiration 
pneumonia come from too liberal use of it. 
Most cases of hemorrhage are bound to get well 


of themselves even if you did nothing at all, 
and knowing that fact, I don’t see why it is 
necessary to use such a strong alkaloid of opium 
as morphine. 


The meeting adjourned at 9:55 P. M., the at- 
tendance being twenty-one. 
 Georce S. Hitz, Secretary. 


BIRTHS IN THE BOROUGH OF MANHAT- 
TAN FOR THE YEAR 1925 


THE total number of births in the Borough of 
Manhattan in the year 1925 was 47,208. Of 
these, 17,110 were first births. This is equivalent 
to 36% and is approximately equally distributed 
in pereentage for Negro and white. Thus, of 
the total number of white births, 37% were first 
births and of the total number of Negro births, 
35% were first births. 


MEDICAL ATTENDANCE 


Of the total number of first births, 10% were 
attended by midwives and 90% by physicians. 
The percentage of medical as against midwife 
attendance is greater in the. primiparous than 
in the multiparous group. In this latter group 
we find that 23% are attended by midwives and 
77% by physicians. This represents a substan- 
tial change over conditions prevalent ten years 
ago. In former years, the percentage of births 
attended by midwives was substantially great- 
er, and this was particularly true of our foreign 
population. 

LEGITIMACY 


Of the total number of first births, 96% were 
legitimate and 4% illegitimate, but of the total 
number of illegitimate births, 76% were first 
hirths. 


PLACE OF BIRTH 
Of the total number of first births, 28% took 


place in tenements and private dwellings and 
72% in institutions. 


Total 
Total first 
births births 
47,208 17,110 
White - 42,710 15,547 
Japanese and Chinese... 104 34 
Native parents 15,207 6,685 
Foreign parents... 24,193 6,923 
Mixed parentage 7,593 3,315 
Unknown parentage 215 18 
Attended by midwives 8,639 1,765 
Attended by physician. 88,569 «15,345 
Legitimate 46,285 16,412 
Illegitimate 923 698 
Tenements and dwellings... 21,625 4,742 
Institutions 25,563 12,355 
Hotels wis 11 
Other places 9 3 


The public health significance of such a tab- 
ulation as this must be self-evident.—Bulletin of 
the New York City Department of Health. 
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THE CONTROL OF THE COMMUNICABLE DISEASES 
PREVALENT IN MASSACHUSETTS* 


With a Study of the Mortality Due to Them During the Past 
Seventy-Five Years 


BY EDWARD G. HUBER, M.D. 


FoREWORD 


‘uis study has been conducted with the co- 
jperation and aid cf the Public Health Com- 
mittee of The Massachusetts Medical Society. 
its chief aim has been to present as tersely as 
possible the most approved and effective present 
day procedures against the communicable dis- 
eases Which are notifiable in Massachusetts. The 
discussion is neither so concise nor so definite as 
might be desired, because of the fact that the 
subject is so extremely broad as to discourage 
efforts at brevity, and because so much of it must 
necessarily deal with phenomena whose causes 
are unknown. Facets which have been omitted 
may seem to some to be of more importance than 
others that have been given, and no doubt this is 
often true. One of the purposes of this study 
has been to present data which will eneourage 
the practicing physician to codperate more fully 
with the health department; another purpose 
has been to standardize control measures thus 
assisting materially in the suecessful administra- 
tion of the campaigns of a health department 
against the communicable diseases. <A basie san- 
itary code (chapter VIII) contains, very briefly, 
essential facts for each disease, from several 
standpoints. The writer is much indebted to 
Dr. Victor Safford, Dr. Roger I. Lee, and Dr. 
Thomas F. Kenney, chairman and members, re- 
spectively, of the Publie Health Committee of 
The Massachusetts Medical Society for sugges- 
tions and advice which have been given at the 
mectings of the Committee and at other times, 
particularly relative to the details of the sani- 
tary code, 

The method for studying morbidity and im- 
munity was suggested by Professor Edwin B. 
W'son who, with Dr. Carl R. Doering, also very 
kindly gave adviee as to the details of the 
me'iod. Such studies require much better data 
then can be found at the present time but if in 
the Suture better morbidity statistics are col- 
lect | this method or a modification may afford 


val .>le information. 

\ sonsiderable portion of the study is made 
Uj). an investigation into the mortality statis- 
ties Massachusetts for the past three fourths 
of » -ontury. No eonelusions which have any 
beasys on the question of control measures 
have ben drawn as a result of these statistical 
stu... but the data seem to be of sufficient 
to be reeorded. 


*P }lished by the Committee on Public Health of the Massa- 
chuse'.\s Medieal Society. 


of man. 


I. INTRODUCTION 


The control of communicable disease is one of 
the most important functions of a health depart- 
ment in its relations to the interests and welfare 
In faet, for centuries after the first 
board of health was established for the sole pur- 
pose of protecting against importation of epi- 
demies, health authorities had no other duties. 
The almost unlimited police power and legisla- 
tive authority now possessed by health boards is 
direetly due to this recognition of the necessity 
for trying to control the spread of these dis- 
eases. But the present object of health adminis- 
tration is wider, including the prevention and 
eradication of disease whether communicable or 
not. Some of the newer work of health depart- 
ments in the non-communicable disease field has 
yielded striking results, and since the restricted 
health department budgets must be made to pro- 
duce the most easily and cheaply attained re- 
sults, and also since communicable disease con- 
i-ol is generally difficult, there has been a re- 
sultant tendency to emphasize other lines of 
work at the expense of the last named. The 
necessary funds come from taxation, and the 
health officer must show that actual beneficial 
results of economic value have been obtained 
through the money he has spent. The better his 
results, the more likelihood of increased bud- 
gets. Communicable disease control is generally 
unsatisfactory although there are a few diseases 
which could readily be controlled if the avail- 
able knowledge were to be applied. The health 
officer realizes that the public still considers it 
to be his main duty to fight the infectious dis- 
eases although he well knows his helplessness 
with many of them. 


The death rate for ages under five is greater 
than at any later period less than age sixty-five. 
A much larger proportion of the deaths in that 
quinquennium than in any other is due to com- 
municable diseases. A successful fight against 
the infectious diseases would therefore lower the 
specific mortality rate for that age group and 
this would have a noticeable effect in lowering 
the crude death rate and in increasing the aver- 
age age at death. There has been a sharp decline 
in infant mortality in the past twenty years, 
but the greatest number of deaths continues to 
occur just past the age of seventy. In other 
words there is no evidence that the actual span 
of life has been inereased beyond the Biblical 
limit. The average age at death has increased, 
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due to the saving of lives in infancy and child- 
hood, but it is too soon after the beginning of 
the reduction in infant mortality to be able to 
form any conclusions as to the ultimate fate of 
the individuals thus saved. 
There has been a considerable decrease in the 
mortality rates for most of the communicable 
diseases in Massachusetts, as elsewhere, during 
the period for which mortality statistics are 
available. There has possibly been a tendency 
for those interested in public health measures 
to give those measures too much credit for this 
great improvement. Actually, no definite cause 
or causes for the decline in rates can be found. 
The diphtheria rate has been dropping since 
even before the cause of the disease was known. 
The reason or reasons for the remarkably uni- 
form drop in the pulmonary tuberculosis rate 
are even more mysterious. There is some un- 
known complex environmental condition which 
has a much greater effect on conditions even in 
such a disease as small pox where theoretical 
control is perfect. It is increasingly evident 
that something more than the mere presence of 
carriers of virulent pathogens is needed to start 
an epidemic. Carriers are always on hand, but 
some unknown law controls the situation. As 
Professor E. B. Wilson suggests, the law of en- 
vironmental pressure may be important in this 
connection. We have no idea what controls pop- 
ulation, growth, a pandemic of influenza, or a 
sudden outburst of small pox when conditions 
do not seem to have been different than at nu- 
merous other times since vaccination became 
established. During the Middle Ages there was 
such a lack of ordinary sanitation and even of 
decency that the marvel is that the race escaped 
extinction during some of the devastating epi- 
demies. The principles of hygiene were un- 
known, and when epidemics came, mortality was 
very heavy. There must have been a saturation 
limit for the virus, or entire cities would have 
perished. At the present time the pneumonia 
rate is approximately stationary, and apparent- 
lv the pneumococcus has reached its saturation 
limit. If there were no such limit there is no 
apparent reason why it should not kill us all. 
There is some unknown factor which restricts 
the number of squirrels, flies, rats, sparrows 
and the like, for they are very seldom seen in 
numbers much exceeding a certain limit. When 
there is an occasional ‘‘bad’’ year there is gen- 
erally a diminution during succeeding years. 
It is said that on the Kenai peninsula rabbits 
increase on a cycle.of seven years, when an epi- 
demic of disease all but exterminates them. But 
no matter how important the unknown factors, 
there are certain known control measures which 
do save sickness and death, and they should be 
applied. Measures which are of doubtful value 
and are restrictive in nature are unjustified, for 
when energy is spent in that direction, the re- 


sults, even if successful, are insignificant com- 
pared with those developed by natural laws. Be- 
sides, such efforts do not conduce to codperation 
on the part of the public. 


However little the actual proof that the fall 
in the tuberculosis death rate has been due to 
the various campaigns against it, the fact re- 
mains that such measures pay, and pay well. The 
fights against venereal disease, typhoid, diph- 
theria, and small pox, to mention only some of 
those diseases affecting Massachusetts, have been 
well worth while if for no other reason than that 
they have encouraged a more decent manner of 
living. Pandemies like the last one cannot be 
prevented by any campaign now conceived of, 
but that should not discourage us for we can 
and do prevent much sickness, improve the en- 
vironment, and make life more worth living. 
Any number of figures can be produced which 
can be made to show the beneficent results aec- 
complished by public health measures, econom- 
ically as well as in relation to mortality, but this 
is unnecessary. The public health worker does 
not need to show that his work is of benefit, for 
thinking persons can easily understand the value 
of control measures. 

Protection against communicable diseases is 
of the utmost importance, for, as Peabody says, 
‘*Without private health, the individual is use- 
less, without protection of the public health, gov- 
ernment is a failure.’’ Quarantine touches all 
the ramifications of society, and although it is 
intended for the benefit of man, it is capable of 
doing much harm. In order to protect the pub- 
lic from the wilfully careless and the ignorant, 
measures must be applied which restrain some- 
one but the tendency is to decrease this more 
and more. In the past, quarantine has probably 
destroyed much property and many lives, but 
at the present time if it is unreasonably applied 
it is because those who administer the laws are 
wholly unfit to do so. 


Certain classes of people have gone so far 
as to insist that improved general sanitation and 
cleanliness have been the only influences in re- 
ducing the mortality rate for small pox, typhoid 
and the like. But these diseases occur in all 
classes of society, the clean as well as the dirty. 
Nevertheless this idea has been prevalent for 
many years. Improvement in general sanitation 
is to be desired but known control measures are 
also important. 

Another fallacious argument sometimes di- 
rected against efforts to control communicable 
diseases in infants is that such work saves the 
weaklings and thus increases mortality among 
older children. Possibly such criticism applies 
to money spent in the care of cripples and de- 
formed, insane, deaf mutes, etc., if these indi- 
viduals are later allowed to reproduce; but it is 
most certainly not true of the money spent in 
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combatting the communicable diseases, which at- 
tack the strong possibly even more readily than 
the weak. The vitality of the race is not de- 
ereased by preventing communicable disease in 
childhood even though some unfit individuals 
are saved. Infants who are subnormal in vital- 
ity die before a communicable disease attacks 
them. generally. Other defective infants who 
survive to adult life are no more susceptible to 
the communicable diseases than are the strong 
and healthy. 

The various States differ widely in their re- 
spective methods of control of the communicable 
diseases. Some of them have but few laws or 
regulations, and others go to the other extreme. 
Some, like Massachusetts, have relatively few 
laws but have Boards of Health empowered to 
make necessary regulations. Such boards desig- 
nate what diseases are in their opinion ‘‘danger- 
ous to the public health,’’ and the respective 
diseases named by these various boards also 
differ widely. As a general rule the diseases 
which are most fully legislated against are those 
most in the publie mind, whether by horror of 
the disease because of undue past or present 
prevalence in the State or because of a vigorous 
educational campaign. It is unfortunate that 
there should be so wide a variance, for the police 
power of the State in health matters is so abso- 
lute that the courts uniformly uphold health 
boards even where individual rights are invaded 
or valuable property destroyed. 

In too large a proportion of the States the 
control measures against some of the preventable 
diseases are altogether insufficient, and many 
laws would actually prevent proper control mea- 
sures if they were enforced. There are errors 
of omission as well as of commission in the laws 
and regulations of many States, even concerning 
some of the commonest of the infectious diseases. 

No matter how commendable the laws and reg- 
ulations of a State are, there must be efficient en- 
forcement, and sufficient funds to enable the 
program to be carried out. Not that the law 
must be frequently invoked to compel certain ac- 
tions, but if there is a good law, and it is well 
known that means will be applied to enforce it 
if necessary, tact and moral suasion will do much 
to secure codperation. Unfortunately law en- 
forcement is no more uniform among the States 
than are the laws themselves. 

Nor are all the current laws and regulations 
modern. The former are more likely to be ob- 
solete than board of health regulations, since 
greater machinery is required to make and un- 
make laws. Yet some boards have been woefully 
behind in the advance in sanitary knowledge. 
Certain matters such as compulsory small pox 
Vaccination, school inspections, notification of 
disease and the like should be matters of leg- 
islation, but most control measures may well be 
covered by board of health regulations which can 


easily be altered as science increases our knowl- 
edge. The argument that such boards, by rea- 
son of their special knowledge, make decisions 
based on data not known to the body of citizens, 
and which do not, therefore, have the full moral 
support of the latter, may be nullified by hav- 
ing a board of health made up of representative 
citizens from various professions, who can act 
as a small but very intelligent legislative body. 


(To be continued) 


MILK CONFERENCE 


Dr. BiceELow, Commissioner of Health, held 
a conference with milk producers June 26, 1926, 
at the State House for the purpose of prepar- 
ing regulations relating to the handling and 
production of milk to be submitted to the leg- 
islature next winter. 

A bill was introduced at the last legislative 
session which was designed to prevent the sale 
of unpasteurized milk and milk produced by 
cows not tested for tuberculosis. This matter 
was referred to the next annual session. 

Representatives of the Grange, the Massachu- 
setts Farm Bureau, the agricultural colleges, 
the Massachusetts Dairy Men’s Association, the 
Division of Animal Industry and various in- 
dividuals interested in milk production have 
been invited to this conference. 

This is a very important matter from the 
standpoint of prevention of disease and also be- 
cause it involves very definite financial prob- 
lems. 


INFANT MORTALITY FOR 1925 


Tur American Child Health Association re- 
ports that the infant mortality rate for 1925 for 
the cities in the birth registration area which 
ineludes the District of Columbia and thirty- 
three states, is 72.5 per 100,000. In 1924 the 
rate was 72.2. Among the greater cities New 
York leads with a rate of 64. The rates of the 
other large cities are as follows: Cleveland 66, 
Los Angeles 67, Chicago 75, Philadelphia 77, 
Detroit 77, Baltimore 82, Pittsburgh 82, Boston 
85 and Buffalo 86. 


CAMPAIGN AGAINST DEFECTIVE GAS 
FIXTURES 


Dr. Louis I. Harris, New York Commission- 
er of Health, reports that 607 deaths resulted 
from accidental asphyxiation by gas in 1925, 
and it is believed that the health of many per- 
sons was seriously affected because of defective 
fixtures. 

An amendment to the Sanitary Code will re- 
quire the registration of all forms of flexible 
gas tubing and only those meeting certain speci- 
fications may be sold after August 1, 1926. 
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CASE 12271 
A CASE OF COMA 
MeEpicaAL DEPARTMENT 


A married Italian woman thirty years old 
came to the Emergency Ward February 16, 
three years before her second admission, com- 
plaining of severe cramp-like abdominal pain, 
with vaginal flowing, both of three days’ dura- 
tion. She had missed her menstrual period 
December 25. There was considerable language 
difficulty in taking the history. 

She gave a history of two miscarriages, occa- 
sional mild frontal headache, frequent periods 
of dizziness, frequent blurring of vision and 
specks before her eyes, and marked dyspnea on 
exertion. For a year she had had sharp non- 
radiating precordial pain upon exertion, relieved 
by resting. 

Examination showed the apex impulse of the 
heart in the fifth space 2 em. outside the mid- 
elavicular line. There was no enlargement to 
pereussion. There was a systolic murmur max- 
imal at the apex, not transmitted. The radials 
were slightly palpable. The blood pressure was 
230/130 to 250/120. The abdomen showed ten- 
derness across the lower quadrants, maximal 
6 em. to the left of midline low down. Pelvie 
examination showed the uterus of normal size, 
anteflexed. The fundus was slightly irregular, 
suggesting small fibroids. Anterior to the 
uterus was a round tumor the size of a golf ball, 
probably a peduneulated fibroid, although it 
might have been of ovarian or bladder origin. 
There was slight thickening and tenderness in 
the region of the left broad ligament. 

At one of two examinations the urine was 
red, neutral, showed a trace of albumin and 
sediment loaded with red cells. The blood 
showed 7,400 leucocytes, 3,440,000 to 3,430,000 
reds, hemoglobin 60 per cent. A Wassermann 
was negative. 

The temperature was 96.9° to 99°, the pulse 
59 to 90, the respiration 15 to 29. 

The bleeding stopped by February 18. Feb- 
ruary 21 she was discharged to the Out-Pa- 
tient Department for observation. She did not 
however report at the Out-Patient Department. 

At the time of her second admission, Febru- 
ary 16, three years after her first admission, 


she was comatose. The history was given by 
her husband and brother, and is probably in- 
accurate in detail. A year after her first ad- 
mission she was operated upon at another hos- 
pital for possible tumor and tube. Her cata- 
menia were thought to be irregular and at times 
were profuse. There was a questionable history 
of dyspnea and palpitation, hemoptysis and 
night sweats. 

January 6, six weeks before her readmission, 
she was operated upon at another hospital for 
‘“‘tumor of the womb and appendix’’. Before 
this she had had dull pain in the right lumbar 
region, pain in the right lower quadrant, occa- 
sional vomiting and headaches. There was 
some story of urination two or three times at 
night. At her return home, two weeks after the 
operation, she complained for the first time of 
left temporal and frontal headaches, practically 
constant, but more severe at times, associated 
with vomiting and failing vision. A change in 
glasses gave no relief. Three weeks before her 
readmission she began to urinate four or five 
times at night, passing very large amounts of 
dark urine with a very strong odor. A week 
before her readmission the headaches became 
more severe, She had violent projectile vomit- 
ing and oliguria, with a suspicion of hematuria. 
The physician in attendance said she had high 
blood pressure. February 15 she had abso'ute 
anuria, delirium, agonizing headache, swelling 
of the face, hands and legs, and on the hands, 
thighs and left arm red spots which later 
turned bluish. 

Examination showed a poorly nourished, 
semicomatose woman, very pale, sick and rest- 
less. The breath was slightly ammoniacal. The 
skin was rather dry. There were many pig- 
mented moles and several smal] red spots on the 
skin. The teeth were bad. There was pyorrhea. 
The chest showed harsh breathing and dullness, 
with a few rales posteriorly, more on the left. 
The apex impulse of the heart was seen and felt 
in the fifth space. The left border of dullness 
was 1314 em. from the midline, 514 em. out- 
side the midelavieular line. There was a short 
apieal systolic murmur. The aortie second 
sound was markedly accentuated. The vessels 
were somewhat thickened. The blood pressure 
was 240/140. The abdomen showed a long 
median sear. Pelvie examination showed slight 
discharge, some tenderness in the vaults, lacer- 
ated cervix. The ankles and eyes showed slight 
pitting edema. The pupils were normal. The 


fundi showed marked albuminuric retinitis. 
The dises were obscure. The knee-jerks were 
hyperactive. 


The urine was pink at one of two examina- 
tions, alkaline with a large trace of albumin at 
both, specifie gravity 1.010, amount not re- 
corded. Both sediments showed many leuco- 
cytes, frequent to oceasional red blood cells. 
Blood examination showed 36,500 leucocytes, 93 
per cent. polynuclears, hemoglobin 35 per cent., 
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000 reds, no achromia, marked variation 
in «7. platelets reduced. Wassermann nega- 
tive. Non-protein nitrogen 120 mgm. Urie 
acid 4.7 mgm. Chlorides 574.7 mgm. Caleium 
<i mem, Inorganie phosphorus 4.8 mgm. 

Vhe temperature was 99.5° to 104°, the res- 
piration 24 to 40, both rising. The pulse rose 
from 124 to 146, then dropped to 123. 

lnids were foreed and rectal taps given 
every three hours, six ounces of five per 
cent. elucose. February 17 500 ¢.c. of 74% per 
cent. glucose and 20 e.e. of 3 per cent. calcium 
chloride was given intravenously, and 1250 
ec. of glucose solution with 30 ¢.e. of the cal- 
cium chloride by gastrie gavage. 

By February 17 there was dullness mostly at 
the left base, with harsh breathing but only 
rare rales. No friction rub could be heard over 
the pericardium. That evening the patient 
died. 


DISCUSSION 
BY RICHARD C. CABOT, M.D. 
NOTES ON THE HISTORY 


1. We seem to have two sets of symptoms 
here, referable (a) to the genital tract, the 
uterus, and (b) to the circulatory apparatus :— 
the headache, dyspnea, and anginoid pain I im- 
agine are the important symptoms. The latter 
may be angina, but it is an unusual thing at 
her age, thirty. 

2. When the breasts are pendulous and do 
not give us the landmark of the nipple we then 
divide the clavicle in two and dropping an im- 
aginary line say that this is where the heart’s 
apex should be. If it is outside of that it is 
enlarged. 

+. This blood pressure is one of those we do 
not have to doubt about; it is obviously in 
creased blood pressure. 

+. Of course with fibroids—if they are 
fibroids—-we ean easily get the symptoms she 
has had. We do not need to suppose an extra- 
Wlerine pregnaney or anything else. 

». In any urine in a woman, unless we have 
a catheter specimen, the presence of red or 
White cells is of no importance, because they 
mais come from the vagina. So we do not 
res know anything about the sediment. 

( She is having flowing from the uterus, 
i ' presume that that is the cause of her 

‘ “he has a little temperature. 

~ sae stays in the hospital two days. The 
floc» stops. In a week she is discharged to 


the 6 ‘Patient Department, to which she nev- 
er report ed, which is what patients usually do. 
high blood pressure certainly was 


_ © to any of her uterine troubles. It is 
Cerny something else. So we expect far- 
ther ovidenee about that. 


NOTES ON THE PIIYSICAL EXAMINATION 


1. I take it those were hemorrhagic spots on 
the skin. Did you get any evidence of anything 
on the skin, Dr. Richardson? 

Dr. RicHarpson: Not on the skin. 

Dr. Casot: She had then subcutaneous and 
internal hemorrhages. 

2. ‘*‘Ammoniacal’’ is the word we use here 
instead of ‘‘urinous’’, 

3. Five and a half centimeters outside the 
midelavieular line is the essential thing. That 
is two inches and more out. The aortic second 
sound was markedly accentuated, as we almost 
always find it in hypertension. 

4. There is no such thing as albuminurie 
retinitis. It merely means hemorrhages old and 
new. Hemorrhages we may get without kidney 
disease or with kidney disease. They mean de- 
generation of those vessels with rupture and 
pouring out of blood. But they mean essen- 
tially hypertension, however caused, whether 
associated with arteriosclerosis or with ne- 
phritis or with neither. I have seen them when 
there was no nephritis and no arteriosclerosis. 
‘*Albuminurie’’ is an inference and not an ob- 
servation. All we see is retinitis, and all the 
retinitis means is hemorrhage. 

5. There is a bad secondary anemia, presum- 
ably depending on a nephritis. 

6. The non-protein nitrogen is high, but I 
am not surprised. 

7. The chloride, ealeium and phosphorus are 
not tests we ordinarily make. They are done 
for some special investigation now going on, I 
suppose. 


DIFFERENTIAL DIAGNOSIS 


What is the diagnosis? 

A Puysictan: Chronie nephritis. 

Dr. Casor: You see she is too young to have 
hypertensive trouble due to any other cause. It 
must be a chronic nephritis. And what shall 
we find in the heart? 

A Puysician: THypertrophy and dilatation. 

Dr. Canor: Yes, and nothing else. We have 
no reason to suppose any valve trouble. This 
is just the sort of ease where we often get an 
acute pericarditis. There is a note that they 
did not find any, but that does not prove any- 
thing. 

We ean go a little further, but not much, At 
her age chronic glomerulonephritis is common- 
er than chronic vascular nephritis. But IT have 
been wrong so many times when I have tried to 
say what type of chronie nephritis is present 
that I rarely try now. It does not make any 
practical difference. I think she had had ne- 
phritis for over three years. She had it when 
she was here before. It was the cause of her 
hypertension. 

She will have passive congestion and nothing 
else that I see except this big heart. She died 
of uremia, I should say. 
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A Puysician: How about the 36,000 leuco- 
eytes with 93 per cent. polynuclears? 

Dr. Casor: That is a good point. We can 
have that from uremia alone, a toxic leucocy- 
tosis. But it is commoner to have some inflam- 
matory terminal process such as a pneumonia to 
account for it. It is perfectly possible. We 
cannot say. It is the commonest terminal in- 
fection; pericarditis is a good second. There is 
just as much reason for one as for the other,— 
no reason at all for either, except general ex- 
perience. 


CLINICAL DIAGNOSIS (FROM HOSPITAL RECORD) 


Chronic nephritis. 
Uremia. 


DR. RICHARD C. CABOT’S DIAGNOSIS 
Chronie nephritis. 
Hypertrophy and dilatation of the heart. 
ANATOMICAL DIAGNOSIS 
1. Primary fatal lesion 
Chronic nephritis. 


2. Secondary or terminal lesions 


Hypertrophy and dilatation of the heart. 

Arteriosclerosis. 

Chronie passive congestion of the lungs. 

Small hemorrhagic areas in the brain. 

Hemorrhagic areas of the mucosa of the 
stomach and the small intestine. 


Historical landmarks 


Chronic pleuritis. 

Obsolete tuberculosis of a bronchial lymph- 
atie gland. 

Chronie perihepatitis. 

Sear of old operation wound. 


Dr. RICHARDSON : 
the head. 

Dr. Casot: Does anybody want to say she 
had a cerebral hemorrhage or tumor or men- 
ingitis? I do not. I think it will be a normal 
brain. 

Dr. Ricnarpson: In these eases of chronic 
nephritis every once in a while we find cerebral 
hemorrhages. There was a hemorrhage in this 
case, to be sure small, but still worth noting. 
The brain weighed 1265 grams, and other than 
for considerable pallor of the tissue it was neg- 
ative except that in the region of the posterior 
tip of the right occipital lobe there were sev- 
eral small frank areas of hemorrhage, and in the 
basal ganglia in seattered places a few hemor- 
rhagic points and areas. The vessels of Willis, 
ete., were negative. 

Trunk. The skin was pale, the gastro-intes- 
tinal tract negative, except that there were 


In this case we examined 


small seattered hemorrhagic areas in the mu- 
cosa of the stomach and intestines. 

There was obsolete tuberculosis in one of the 
bronchial glands. The lungs showed chronic 
passive congestion, no pneumonia. The peri- 
eardium was frankly negative. The heart 
weighed 564 grams—a markedly enlarged heart, 
with a very thick myocardium, four milli- 
meters on the right and nineteen millimeters on 
the left. There was a little dilatation on the 
right, on the left no definite dilatation. The 
valves and coronary arteries were negative. A 
hypertrophied and dilated heart with nothing 
in the heart to account for it. 

The aorta showed scattered along it here and 
there smaller and larger areas of arteriosclerosis 
sufficient in amount to be recorded as arte- 
riosclerosis. 


The liver showed nothing definite, no definite 
passive congestion. The spleen was a little en- 
larged, but still the tissue would pass without 
any remark, The kidneys weighed 212 grams, 
—quite small. They showed the characteristic 
picture of chronie nephritis, granular surfaces, 
tough tissue, with loss of markings, ete. The 
nephritis was of the arteriosclerotie type, al- 
though from the arteriosclerotie changes in the 
vessels of the kidney there seems to be a good 
deal of atrophy for the amount of arterioscle- 
rosis. 


She had been operated on, and there was 
question as to whether the ureters had been 
tied off. The ureters were negative; they had 
not been tied off. 


The uterus was wanting except for a surgical 
stump. The tubes were wanting; a few fibro- 
eystic ovarian-like remnants were present. 

Dr. Canor: Do you think the hemorrhages 
in the brain contributed to her death? 

Dr. Ricnarnson: I should not think one 
would die just from those, but it was an addi- 
tional straw, I suppose. 

Dr. Canor: I do not make much point of the 
therapeutics in these eases, because therapeuties 
which end in death is not brilliant, and I see 
no particular reason to dwell on that. It did 
not accomplish anything at all, and probably 
would not again in such a ease. 

I take it that the leucocytosis was of the toxie 
variety. No infectious process was found. 


CASE 12272 


A PROBLEM IN THE DIAGNOSIS OF 
SEVERE UPPER ABDOMINAL PAIN 


SurGicAL DEPARTMENT 


An Irish-American electrician thirty- 
seven entered through the Emergency Ward 
June 5. The chief complaint was severe abdom- 
inal pain and vomiting. The history he gave at 
this time is supplemented below from the ree- 
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ords of previous visits to the Out-Patient De- 
partment. 

He was well until five years before admission. 
At that time, while a soldier in France, he be- 
eame subject to attacks of pain in the epigas- 
trium and the right upper quadrant occurring 
at irregular intervals, coming on an hour to an 
hour and a half after eating and sometimes fol- 
lowed by vomiting. The pain was non-radiat- 
ing; at times it was very severe. He had no 
hematemesis, jaundice, or bloody, tarry or clay 
eolored stools. Gastro-intestinal X-ray studies 
four years before admission were said to have 
shown a duodenal uleer. A cystoscopy and a 
pyelogram were negative. His appendix was 
removed at this time. After his discharge he 
had a few months of freedom from symptoms. 

The attack for which he entered the wards 
began twelve hours before admission with mod- 
erately severe upper abdominal pain lasting an 
hour. It was then relieved, and he had supper 
ten hours before admission. Two hours later 
the pain recurred in very severe paroxysms ac- 
companied by vomiting. The pain extended 
across the whole upper abdomen. It did not 
radiate to the back. 

Examination showed a well nourished man 
lying doubled up in bed, apparently comfort- 
able at times, then erying out with severe ab- 
dominal pain which was accompanied by vomit- 
ing. The examination was negative except for 
the abdomen. In the epigastrium and the right 
upper quadrant there was marked tenderness 
and spasm, present also to a less degree down 
the right abdomen. 

Operation was done the day of admission. 


(The rest of the history is given with the 
operation. ) 


Discussion 
BY MONROE A. MCIVER, M.D. 


The clinieal picture presented by the patient 
on admission was that of serious intraabdominal 
pathology. The sudden onset and severity of 
the pain, the frequent vomiting, the amount of 
muscle spasm and tenderness made it clear that 
we were confronted with one of the major types 
of surgical emergency. The fact that the pa- 
tient had had for a number of years symptoms 
consistent with duodenal ulcer suggested the 
possibility that a perforation had occurred. The 
abdominal signs were against this diagnosis, 
Since the pain, tenderness and muscle spasm 
Were not generalized but were somewhat more 
marked in the upper abdomen, and furthermore 
the pain was not constant but had a tendency 
to come in paroxysms. It was thought most 


likely that the symptoms were caused by an 
aciite intestinal obstruction, the gravity of the 
sittiation suggesting that there was interference 
With the cireulation of the obstructed loop. The 


previous operation pointed to adhesions as a 
possible etiological factor. 

The patient volunteered the information 
that X-ray examination had shown an ulcer, 
and that he had received dietary treatment. 


PRE-OPERATIVE DIAGNOSIS 
Acute intestinal obstruction. 
OPERATION 


Gas-ether. Upper right rectus _ incision. 
There was a small amount of free fluid in the 
peritoneal cavity, but no evidence of fat necro- 
sis. The stomach and intestines were normal 
in appearance, In the lesser omentum and the 
meso-appendix there was a green jelly-like ma- 
terial which was taken to be extravasated bile. 
The pancreas appeared swollen and edematous, 
and upon palpation was very hard. ‘The gall- 
bladder was full of small stones. The gall-blad- 
der was removed and the common duct incised. 
Numerous small stones were removed from the 
region of the ampulla of Vater. Two catheters 
were placed in the common duct, one upward 
toward the hepatic duct and the second down- 
ward in the region of the ampulla. A cigarette 
drain to the stump of the eystie duct, another to 
the lesser peritoneal cavity above the stomach 
and a third to the lesser peritoneal cavity below 
the stomach and the colon. 


PATHOLOGICAL REPORT 


A gall-bladder 7 em. long filled with many 
tiny black stones, with smooth pale red mucosa 
and thickened walls. 

Microscopic examination shows papillary 
hyperplasia of the mucous membrane, The walls 
are thickened by fibrosis and wandering cell in- 
filtration. 

Chronie cholecystitis. 


Furtuer Discussion 


The pathological condition found upon open- 
ing the abdomen was most interesting. The 
pancreas was greatly swollen, edematous in ap- 
pearance and of stony hardness. It constituted 
a tumor of considerable size in the upper ab- 
domen. It was carefully examined through an 
opening in the lesser peritoneal sac, but no area 
of softening or hemorrhage could be detected. 
There was no fat necrosis. 


HISTORY, CONTINUED 


There was profuse drainage of bile after the 
operation. The tubes were connected with a 
bottle. The temperature during the week fol- 
lowing the operation ranged from 102° to 98.1°, 
the pulse from 145 to 73. On June 9 the patient 
was started on a fat free diet. with ox bile. The 
wound was in good condition, with some redness 
around the stitches in the upper part. A blood 
Wassermann was negative. The blood sugar 
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was 105 mgm. June 12 and 13 the lower cathe- 
ter was loosened and withdrawn a little and 
June 14 it was removed. The temperature and 
respirations were normal and the pulse 50 to 
99. June 15 the cigarette wicks were loosened 
and the following day two were withdrawn. The 
third wick was so adherent that gas was given 
on its removal. A Miller wick was inserted for 
a day or two. On the 19th there was very 
little bile drainage. There was slight to moder- 
ate discharge. By June 22 all the drains were 
out. On June 24 the patient was discharged. 


FurtTHer Discussion 


The most interesting question in connection 
with the case is the cause of the pathological 
condition of the pancreas. The appearance of 
the pancreas at the operation and the course of 
events afterwards suggested that we were deal- 
ing with the results of a chemical and mechani- 
eal injury rather than with a bacterial infee- 
tion. I believe the most probable explanation 
is that one of the numerous small stones found 
in the common duct had plugged the opening of 
the pancreatic duct at the papilla of Vater; or 
it is possible that there was actually a pancrea- 
tic ealeulus obstructing the outlet of the duct. 

The X-ray diagnosis of duodenal ulcer is so 
frequently correct that it is well to keep in mind 
the fact that gall bladder pathology may ocea- 
sionally cause so much reflex disturbance of the 
duodenal motility that the X-ray studies may 
suggest ulcer. 


LATER NOTE 


October 15, four months after his discharge, 
the patient telephoned that he was feeling very 
well and had had no more pain or jaundice. 
There was occasional slight tenderness in the 
region of the wound. 


DIAGNOSIS 


Cholecystitis with cholelithiasis. 
Acute pancreatitis. 


CASE 12273 


A CASE OF NEGLECTED HEMATURIA 
AND ITS RESULTS 


Uro.ocicAL DEPARTMENT 


An American thirty-five years old entered the 
hospital for the first time January 25 complain- 
ing of hematuria. His wife had had one misecar- 
riage. He had always been well and strong. 
Seven years before admission he had a mild 
attack of influenza. 

_ Two years before admission he had an attack 
of hematuria lasting a few days without fre- 
quency, burning or dysuria. For a year and a 
half he had similar attacks about once a month 


lasting from three days to a week. For the past 
six months he had seen blood and ‘‘ pus’’ in the 
urine about half of the time. Two months be- 
fore admission he had a hacking cough which 
lasted for two weeks. For the past few weeks 
he had urinated once at night and for the past 
week twice. During the day he urinated five or 
six times. There was some urgency. 


Before he entered the Massachusetts General 
Hlospital he was seen at another hospital. Jan- 
uary 10 a urologist of the staff of both hospitals 
did a cystoscopy. He saw three papillomata, one 
of which covered the left ureteral orifice so that 
he eould not catheterize it. Urine from the right 
kidney showed pus which was reported as show- 
ing tubercle bacilli. Cystoscopy showed also 
something which the examiner could not say pos- 
itively was a stone; it might have been a slough- 
ing papilloma. X-ray showed a shadow in the 
right kidney interpreted as a large stone; also 
a shadow in the bladder, possibly another stone. 
A right pyelogram showed a much — and 
deformed pelvis and ealices. 

Examination showed a well nourished, flat- 
chested man. The heart was not enlarged. 
There was a systolic murmur at the apex. The 
blood pressure was 170/110. The rest of th: 
examination was negative. 

Before operation the temperature was 97° to 
99.2°, the pulse 65 to 100, the respiration nor- 
mal. The urine was cloudy, specifie gravity 
1.010, a trace of albumin at the single examina- 
tion, amount 75 to 90 ounces, sediment loaded 
with leucocytes, red cells and bacteria. Renal 
function 40 per cent. The blood is not recorded. 
A Wassermann was negative. The non-protein 
nitrogen was 31 mgm. per 100 ¢.c., urie acid 4.2 
mgm. 

The patient remained in unchanged condition 
for a week. January 31 operation was done. 
Ile made a good convalescence. March 3 a eys- 
toscopy was done, and March 6 a second opera- 
tion. He again made a good convalescence, and 
March 26 was discharged relieved. 

After leaving the hospital he returned weekly 
to the Out-Patient Department for dressings. 
By May 20 the wound had completely healed 
and he had made considerable progress. He had 
some frequency of urination at night. A week 
before his second admission, October 14, he com- 
plained of tightness in his left flank and no- 
ticed some blood and considerable mucus in his 
urine. During the week he felt nauseated and 
vomited several times, usually half an hour or 
so after meals. The tightness persisted and his 
left side was tender. His physician found his 
temperature 100.8°. 

Examination at his second admission showed 
very slight tenderness in the left upper quadrant. 
The knee-jerks were sluggish. During the two 
weeks before operation the temperature was 
96.4° to 101.4°, the pulse 70 to 100, the respira- 
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+, oormal, The urine was cloudy, alkaline, 
. ,« gravity 1.008 to 1.010, a slight trace to a 
albumin at all of three examinations, 
-jnent loaded with pus and bacteria, 10-12 
re, ood eorpuseles at one examination. Blood, 
oy tes 12,900. Renal function 20 per cent. 
W...emann negative. October 27 and 28 the 
nor protein nitrogen was 55 to 105 mgm., the 


uric acid 4.32 to 6.28 mgm. By X-ray both kid- 
nev shadows were obscured by a large amount 
of vas in the intestinal tract. Just below the 
sacroiliae joint on each side were linear shadows 
of increased density which suggested calcifica- 
tion of the iliae arteries. As the patient seemed 
rather young for this it was suggested that the 
examination be repeated after catharsis. 

The patient was put upon constant drainage. 
He vomited oceasionally, usually without rela- 
tion to meals, and at night. His left .side be- 
came less tender. October 23 the physical and 
mental condition was not so good. Subpectorals 
were started. 

October 26 a cystoscopy was done, and Octo- 
ber 28 operation. Next day the patient had 
Chevne-Stokes respiration, twitching of the 
right hand, and dry mouth. The lungs were nega- 
tive in front. The back was not examined. Fluids 
were kept up by subpectorals and rectal tap 
water. Hot packs were used. October 31 the pa- 
tient was brighter but very much dried out. No- 
vember 2 he was given 300 ¢.c. of 5 per cent. 
sodium bicarbonate intravenously. He showed 
slight improvement. November 4 the intravenous 
bicarbonate was repeated. November 6 he seemed 
better. The non-protein nitrogen however was 
145 to 130 mgm., the uric acid 7 to 12.5, the 
creatinin 8.75 to 9.97. November 11 there was a 
little blood in the sputum. November 12 the 
respirations were 48 and the temperature and 
pulse both elevated. The lungs, especially the 
right, were full of coarse rales. November 14 
the patient died. 


Discussion 


BY HARVARD H. CRABTREE, M.D. 


There is a little bit to add to this history. I 
saw this man and examined him about one 
mon‘) before he came to this hospital. He had 
ha’ .orrhea four or five years before, which 


ant \oted his hematuria. For that trouble he 
Wen’ 'o a person whom he termed a ‘‘quack,’’ 
In ‘| \se care he had remained all the time up 
to «tt two weeks before I saw him, when he 
wer’ regular and competent practitioner 
wii “ourse straightway suspected that there 
Was nething radically wrong as the cause 
for « ‘\is blood and pus in the urine. 
ht add that these first X-ray plates 
show. varked arteriosclerosis of the pelvic ves. 
‘nich the roentgenologist commented on 


' the patient’s age, only thirty-five. 


The first symptom given here is hematuria. 
This examination showed two possible sources. 
(1) The papillomata. They were typical in ap- 
pearance, although the one over the left orifice 
looked rather old and would suggest that it 
might possibly be undergoing malignant 
changes. It was so situated that I could not get 
any evidence on the left kidney. This mass 
which I was uncertain about—as to whether it 
was a stone—-looked like a stone except that it 
was rather irregular ; a piece of sloughing papil- 
loma will sometimes resemble a stone. 

A cystoscopy with papillomata present is dif- 
ficult on account of some bleeding, and the view 
is often imperfect. These papillomata were too 
advanced to permit of their being removed 
through a cystoscope by fulguration. 

(2) The other possible cause of his hematuria 
is the stone in the right kidney. That stone may 
have been there two years, and may have caused 
his hematuria. On the other hand the papillo- 
mata looked as though they might be at least 
that old, and I should guess that they were the 
more probable original cause. There is no men- 
tion here of any renal colic, although he might 
have bleeding without it. Painless hematuria at 
frequent intervals is more typical of papilloma 
than of anything in the kidney except occasion- 
ally a renal tumor. 

This urine from the right kidney contained 
pus and was reported as showing tubercle bacilli. 
That was not a guineapig test, but a sediment 
test done in a. first-class hospital laboratory. It 
is unusual to find tuberculosis and an ordinary 
stone in the same kidney; it is not impossible, 
but does not happen very often. We find calci- 
fication, a crumbling formation, but not very 
frequently definite dense stones. © 

The blood pressure of course is high for a 
man of thirty-five, but it is apparently consist- 
ent with the arteriosclerosis which X-ray showed, . 
at least in the vessels of his bony pelvis. 

There is only a slight temperature here—very 
little evidence of any infection. 


He apparently had a good amount of urine, 
and there was reason enough for the leucocytes 
and the red cells. Ordinarily a report of bac- 
teria in a routine examination means bacteria 
other than tubercle bacilli. With these papil- 
lomata and a question of stone in the bladder, 
and certainly stone in the kidney, we might rea- 
sonably look for a mixed infection. His renal 
function is low, but the non-protein nitrogen is 
normal; the uric acid a bit high. 

I believe that the first operation was on his 
bladder, for multiple papillomata and possibly 
stone in the bladder. 


DR. CRABTREE’S PRE-OPERATIVE DIAGNOSIS 


Multiple papillomata, possibly stone in the 
bladder. 


Boston M. & S. Journal 
July 8, 1926 


PLATE I. 
before injection. 
another stone. 


PRE-OPERATIVE DIAGNOSIS JANUARY 31 
Tumor of the bladder. 


FIRST OPERATION 


Gas-oxygen. The bladder wall was considera- 


Right pyelogram taken January 10, two weeks before admission to the Massachusetts General Hospital. Taken 
Shows a shadow in the right kidney interpreted as a large stone; alsu a shadow in the bladder, possibly 


bly thickened. Three large pedunculated very 
friable tumors were found, one about the size 
of a hazel nut on the left anterior wall, another 
the size of a hen’s egg apparently just to the 
side of the left ureter, and another somewhat’ 
larger just internal to this. All three were 
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Number - 


rt ‘TE IL Right pyelogram January 10, taken after injection. Shows a much enlarged and deformed kidney pelvis and 


removed by eutting their bases with scissors and 
cauterizing with actual cautery. Neither ureter 
Was seen, although a jet from each was visible. 


PATHOLOGICAL REPORT 
Papilloma. 


DR. CRABTREE’S PRE-OPERATIVE DIAGNOSIS 
Tuberculosis of the right kidney. 


PRELIMINARY DIAGNOSIS, MARCH 3 


Tuberculosis of right kidney. 
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CYSTOSCOPY 


There was no pain or intolerance. The blad- 
der was red, but looked quite normal. There 
was no evidence of papilloma, except in the 
region of the left ureter, where there seemed to 
be a small area suggestive of papilloma. Both 
ureters were cauterized without difficulty, al- 
though the left one was a little hard to find, as 
it seemed to be somewhat retracted. The picture 
did not suggest tuberculosis. There was a good 
flow of urine from each side, that from the right 
cloudy, that from the left clear. 


Furtuer Discussion 


There is no mention of stone in the bladder. 
Apparently what I saw was a slough. 

There is no note here as to the bacteriology 
of the urine from the right side, but in the other 
hospital it was reported that it contained tuber- 
ele bacilli. So that as a pre-operative diagnosis 
I should say that he had right renal calculus 
and tuberculosis. 


DR. CRABTREE’S PRE-OPERATIVE DIAGNOSIS 


Right renal ealeulus. 
Tuberculosis of the right kidney. 


PRE-OPERATIVE DIAGNOSIS, MARCH 16 


Stone in the right kidney. 


SECOND OPERATION 


Gas-oxygen. Right lumbar incision carried 
from the costovertebral angle to a point an inch 
above and anterior to the anterior-superior spine 
of the ileum. The kidney was very adherent 
and evidently considerably infected. The ureter 
was large, thickened and adherent. The pedicle 
was unusually large and was clamped with diffi- 


eulty. The kidney and ureters suggested the. 


presence of tuberculosis, but this appearance 
eould be accounted for by infection from the 
large caleulus found in the kidney pelvis. 


PATHOLOGICAL REPORT 


Microscopical examination shows diffuse wan- 
dering-cell infiltration and fibrosis. There are 
foeal collections of wandering cells in the cortex 
composed largely of mononuclear cells with foci 
of necrosis infiltrated with polynuclears. The 
examination suggests a chronic non-tuberculous 
inflammatory process. 

Nephrolithiasis. 
Pyonephrosis. 


(A large stone was delivered to the Chemical 
Laboratory, where examination showed urie acid 
and phosphates.) 


FurtTuHer Discusston 


done on this urine and that the sediment was 
examined for tubercle bacilli only once. 

Miss Painter says that at this cystoscopy be- 
fore the second operation urine was taken from 
the left kidney and injected into a guineapig. 
Necropsy later showed it to be negative. There 
is no mention of a guineapig test done on the 
right urine. They took the evidence already 
reported as accurate. 

He had apparently got on very well following 
his right nephrectomy until he had an upset a 
week before he came back in October. The tight- 
ness in his flank, his nausea, vomiting. and tem- 
perature of course all suggest sepsis in the re- 
maining left kidney ; and the description is that 
of a verv sick man in a desperate situation be- 
cause one kidney is already gone. They waited 
two weeks hoping that the sepsis would quiet 
down, in other words, that the kidney would 
drain itself. But the urine did not clear up and 
his temperature persisted. 

He has a low renal function of twenty per 
cent. ; it is not over a third of what it should be. 
His non-protein nitrogen is very high, and the 
urie acid, which is regarded by some as a better 
indicator than non-protein nitrogen, is 4.32 to 
6.28. That is nearly twice what it should be, and 
is usually interpreted as meaning more advanced 
and more serious damage to his kidneys than 
either his nitrogen or his phthalein test would 
show. 

The X-ray again showed evidence of extreme 
sclerosis. It is possible that the sclerosis may 
have involved his kidneys to some extent. 

The vomiting without relation to meals, the 
fact that they considered him dried out and 
started subpectorals, and in addition the labora- 
tory findings, mean of course that the man was 
getting uremic. 


CYSTOSCOPY OCTOBER 26 


The bladder was red and edematous at the 
base. The left ureter was located with great 
difficulty owing to the fact that it lay behind the 
interureterie ridge. At intervals thick gelatin- 
ous mucopurulent material was seen to gush out. 
No catheter could be made to enter the ureter, 
possibly owing to its peculiar position. 


FurRTHER Discussion 


This cystoscopy October 26 was probably an 
attempt to wash out his kidney with silver 
nitrate or some other antiseptic to reduce the 
sepsis. The difficulty in catheterization may 
have been due to cystitis or perhaps to scar con- 
traction from the excision of the papilloma, 
which was close to the left ureter. They were 
apparently driven to operation by his prolonged 
sepsis and by failure to wash the kidney. As 
this man has only one kidney the operation must 
necessarily have been only for drainage. The 
diagnosis was, I should say, a pyonephrosis 


It is unfortunate that no guineapig test wasrather than a pyelitis or a pyelonephritis. 


place. 
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DIAGNOSIS, SECOND ENTRY 
onephrosis. 
OPERATION OCTOBER 28 


Ethylene. A twenty-three centimeter oblique 
ineision was made through the left loin. The 
tissues were very edematous. The perirenal fat 
was much thickened and very adherent. The 
kidney was large and densely adherent to its sur- 
roundings. A portion of its greater curvature 
was exposed and a clamp was thrust through 
into the pelvis, this opening being enlarged to 
admit the forefinger. Within the renal pelvis 
there could be felt a considerable amount of soft 
material like fibrin which appeared to be free but 
which could not be removed except for one or 
two small pieces. A large rubber tube was 
then passed into the kidney pelvis and sutured in 
There was moderate bleeding. Rubber 
tissue wick. Wound closed in layers. 


PATHOLOGICAL REPORT 
Two small pieces of normal looking fat tissue. 
Furtier Discussion 


Apparently a few pieces of perirenal fat were 
removed and were reported as normal. I im- 
agine it was a pretty well thinned-out and dis- 
tended kidney. 

On October 29 there were more evidences of 
uremia. The hot packs were another measure 
to fight it. 

Ilis non-protein nitrogen was 145 to 130. 
Here is an instance where the laboratory tests 
were more accurate than his appearance, which 
seemed a bit encouraging at the time. The uric 
acid and creatinin were tremendously increased. 
These two findings in themselves indicate that 
the situation is almost certainly a fatal one, be- 
cause patients with such high urie acid and ere- 


atinin practically never get well. 
lt seems to me that the striking lesson about 
this man is the negleet of his early symptom of 


hematuria. Disregard of this extremely impor- 
tant symptom is altogether too often met in 
urolovical practice. An effort to diagnose the 


¢ause of his blood two years before would prob- 
ably have saved this man’s life. His papillo- |. 
mata '! present then were certainly a good deal 
sma’er and could have been fulgurated through 


a cystoscope, If he had a stone then it must 
necessirily have been a smaller one with much 


less “ection, and his right kidney could prob- 
ably have been saved by a pyelotomy. On ac- 
coun this neglect there was a much increased 
chanics for his left kidney to get infected, both 
from ‘ foeus on the right and by a possible 
a . of his left ureter by these papillomata. 


“ould be interesting to know whether the 
exarirs on showed any narrowing of the left 
orifice. They must have sized up the left kidney 
ty good kidney at the time they took 


as a 


the right one out,—but he went only six months 
when he reported with a left kidney shot to 
pieces. That would suggest that the sepsis was 
very rapid and might have been hastened by 
some mechanical process such as the sear con- 
traction from the excision of the papillomata. 

The fact that he was in the hands of some 
irregular practitioner accounts in this case for 
the neglect of his early symptoms; but it does 
not account for all the cases we see, by a good 
deal. The fact that blood in the urine often 
stops after a short interval makes a patient feel 
safe and he thinks he can disregard it. Trag- 
edies like this will continue unless the laity and 
medical men also come to realize that blood in 
the urine may be just as important as blood 
from the lungs or blood from the stomach. This 
patient’s life was sacrificed by the ‘‘quack’’ he 
first employed. 

He evidently had a left pyonephrosis, with of 
course some perirenal infection. He was cer- 
tainly sclerotic. I imagine that his lungs showed 
cdema and probably pneumonia. These and his 
uremia were the cause of his death. 


CLINICAL DIAGNOSIS (FROM HOSPITAL RECORD) 


Pyonephrosis. 

Uremia. 

Operation, exploratory, left kidney, with 
drainage of pelvis. 


DR. HARVARD H. CRABTREE’S DIAGNOSIS 


Pyonephrosis. 
Uremia. 
Arteriosclerosis. 
Edema of the lungs. 
Pneumonia? 


ANATOMICAL DIAGNOSIS 
1. Primary fatal lesions 


(Nephrolithiasis and pyonephrosis of the 
right kidney.) 
Pyonephrosis, suppurative nephritis and sup- 
purative perinephritis of left kidney. 
2. Secondary or terminal lesions 


Edema of lungs. 


~~ 
. 


Historical landmarks 


Operation wound. 

Old nephrectomy, right. 

Chronic pleuritis. 

Slight hypertrophy and dilatation of the 
heart. 

Slight arteriosclerosis. 


Dr. Ricuarpson: There were the operation 
wounds, one on the left side which was open, 
and through this opening there were wicks 
which extended in to the region of the left pel- 
vis, which also had an opening in it. The left 
kidney showed well marked pyonephrosis, sup- 
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purative nephritis, and suppurative perinephri- 
tis. There was much dilatation of the pelvis 
and calices. The kidney tissue was riddled with 
abscesses, and there were collections of pus in 
the perirenal tissues. The left ureter was in 
pretty good condition, a little dilated, the mucosa 
smooth, and it opened freely into the bladder. 
The bladder was in first-rate condition. There 
was no definite evidence that he had ever had 
any papilloma—so that was a very good opera- 
tion—and no definite cystitis. The pus which 
was in the ureter and bladder had evidently 
come from the kidney. In the pelvis of the kid- 
ney there was old pus which had collected in 
concentric layers and formed such firm masses 
that they looked like concretions. 


There was no pneumonia, and only a slight 
amount of arteriosclerosis, but curiously 
enough, and it helps the X-ray man out, it was 
best marked in the iliac vessels. He had slight 
hypertrophy and dilatation of the heart. The 
right kidney was wanting. Altogether there was 
not much good kidney tissue left on the left side, 
although the mass weighed 480 grams. 

Dr. Coves: The idea was to try to get some 
drainage through there, to get his kidney drain- 
ing out? 

Dr. Crastree: Yes. The pathological report 
sounds to me as though his kidney had not suf- 
fered very much during that six months until 
immediately before he came in, when it sudden- 
ly got shot with multiple abscesses. The papil- 
loma and the sear of its removal, if it did any- 
thing, apparently distorted his bladder so that 
they could not get a catheter into the orifice; 
but it did not contract it. 


NEW YORK CITY’S HEALTH IMPROVE- 
MENT FROM 1900 TO 1925 


THE quarter of a century elapsing between 
1900-1925 witnessed in the white population of 
New York City substantial reductions in the 
principal respiratory diseases; pulmonary tu- 
berculosis, and the pneumonias. In 1900 the 
death rate per 100,000 white population from 
pulmonary tuberculosis was 232. By 1925 it 
was reduced to 67. The pneumonias in 1900 
gave a death rate of 300, and by 1925 had fallen 
down to 127. 


The Bright’s disease and nephritis rate was 
also substantially reduced. In 1900 it was 183, 
in 1925, 82. Although for the first two diseases 
the reduction is unquestionably valid, the de- 
crease in Bright’s disease and nephritis death 
rate is in part due to the better diagnosis and 
the more precise recording in death certification 
practised in recent years. Undoubtedly, many 
of those that would, in former years, have been 
recorded as dying of Bright’s disease and ne- 


phritis, are today charged against the item of or- 
ganic heart disease. 

Despite the phenomenal increase in motor 
vehicles, and in accidents arising out of their 
use, deaths by violence have become relatively 
fewer. In 1900 the rate of deaths by violence 
per 100,000 white population was 112; in 1925, 
95. 

Re-stating the above in terms of the per cent 
decrease in rate from 1900 to 1925, we have pul- 
monary tuberculosis decreased by 71.1%; pneu- 
monias 57.7%; Bright’s disease and nephritis 
60% ; violence 15.2%. 

By contrast, the rates for cancer and for 
heart disease have both been increased. The 
eancer death rate for white population in 1900 
was 67 per 100,000; in 1925, 109. Heart disease 
gave a death rate in 1900 of 181, and in 1925, 
237. The per cents increase in rate for cancer 
and for heart disease from 1900 to 1925 was 
eancer 62.7%; heart disease 115.0%.—Depart- 
ment of Health, Weekly Bulletin. 


ELECTIONS AND PROMOTIONS AS PUBLISHED 
BY THE ROCKEFELLER BOARD 


The Board of Scientific Directors of the Rockefeller 
Institute for Medical Research announces the elec- 
tion of Dr. Charles R. Stockard as a member of the 
board. 


The following appointments and promotions are 
announced: 


NEW APPOINTMENTS 

Associate Members: Dr. John W. Gowen, Professor 
Duncan A. MacInnes, Dr. Norman R. Stoll. 

Associate: Dr. Eggert Mdller. 

Assistants: Mr. Lawrence R. Blinks, Dr. Philip G. 
Cohen, Dr. Walter P. Covell, Dr. John A. V. Davies, 
Dr. Lewis A. Eldridge, Jr., Dr. Jacob Furth, Dr. Don. 
ald M. Hetler, Mr. Thomas P. Hughes, Mr. Alfred G. 
Jacques, Dr. Lawrence S. Kubie, Dr. Eaton M. Mac- 
Kay, Dr. Julius Sendroy, Mr. Henry Stevens, Dr. 
Fred W. Stewart, Dr. Alphonse Walti. 

Fellows: Mr. Philip R. Averell, Mr. Irving A. Cow- 
perthwaite, Mr. Frederick O. Zillessen. 


PROMOTIONS 

Associate to Associate Member: Dr. Rudolf W. 
Glaser, Dr. Philip D. McMaster. 

Assistant to Associate: Dr. Charles A. Doan, Dr. 
Douglas R. Drury, Dr. James A. Hawkins, Dr. Moses 
Kunitz, Dr. Clara J. Lynch, Dr. Ida W. Pritchett, Dr. 
Lars A. Welo. 

Dr. Albert B. Hastings, hitherto an associate in the 
Department of the hospital, has accepted an appoint- 
ment as Professor of Physiological Chemistry at the 
University of Chicago. 

Dr. David I. Hitchcock, hitherto an associate in the 
Division of General Physiology, has accepted an ap- 
pointment as Associate Professor of Physiology and 
Biochemistry at Bryn Mawr College. 
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AN AFRICAN EXPEDITION 


A Harvarp Expedition has just started for 
Africa. It is headed by Dr. Richard P. Strong, 
Professor of Tropical Medicine, with the follow- 
ing staff: 

Dr. George C. Shattuck, Assistant Professor 
of Tropical Medicine. 

Dr. Joseph Bequaert, Assistant Professor of 
Entomology. 

Dr. Glover Allen, Lecturer on Zoology in the 
Museum of Comparative Zoology. 


_Dr. Max Theiler, Instructor in Tropical Medi- 
cine. 


Dr. David H. Linder, Botanist. 
Lone Whitman, Medical Student and 
Photo::rapher. 


ld J, Coolidge, Jr., Zoologist. 
“--* completing equipment and arrange- 


me’. Uondon and Brussels the party will go 
firsi ‘beria, medically a terra to 
medical survey which may have im- 
por. »yractieal bearing, inasmuch as Ameri- 
Tests are starting rubber culture on a 
free themselves from British mo- 
Path  ‘s about the size of Ohio. The Afro- 


(\ population is practically limited to a 


twenty-mile strip along parts of the coast. The 
interior seems to have a considerable popula- 
tion, and from this the labor on the rubber plan- 
tations is recruited. The men come down in 
parties, work for sixty days at a france a day, 
and then return. It is stated that some so enjoy 
the high wages, change of scene and good treat- 
ment, that they escape on the return journey 
and go back to work. Although it seems a well 
watered country the natives travel only by land. 


Dr. Strong plans to employ porters, many of 


whom will be needed for the transport of the 
scientific instruments, ete., in order to penetrate 
the interior over as wide an area as possible, 
making a general survey of human, animal, 
plant, and insect life. As far as is known the 
country rises nowhere more than a few thou- 
sand feet. So little is known, that on the United 
States Government map prepared during the 
late war, several regions are labelled ‘‘Canni- 
bal’’. From Liberia it is planned to ship to and 
ascend the Congo to its source in or near Lake 
Tanganyika. Somewhere in this region Dr. 
Strong plans to study especially,— 

I. Tropical non-malarial splenomegaly so 
rife in his experience in the Philippines and 
Amazonia, and to unravel its origin and mean- 


ing. 

II. Lymph-gland enlargement said to be 
common here, but of, at least, uncertain origin. 

III. To try a new French remedy for sleep- 
ing sickness, having been plentifully supplied 
with it by its originator. 

The next leg of the trip, exclusively by leg, 
goes to Nairobi; the last leg by rail is to Mom- 
basa. The equatorial belt of Africa will thus be 
traversed. There is of course a considerable 
factor of uncertainty hanging over such an ex- 
pedition. After getting on the ground it may 
be necessary or advisable to modify or change 
preliminary plans. It is reasonable to hope 
that such a well-manned expedition may result 
in notable additions to science. The members of 
the expedition are masters in their several lines 
of work. They are well equipped and enthu- 
siastie over the adventure. Nine to twelve months 
are allowed for the trip which holds out high 
hopes of real contribution to science. It is 
financed from the modest funds of the Depart- 
ment of Tropical Medicine of the Harvard Med- 
ical School, eked out by aid from sympathetic 
friends. 


SUN WORSHIP 


Despre the fact that Mlle. Lenglen, on her 
own statement, was unable to play tennis before 
the Queen of England on account of a germ 
that she caught in the sun, the sun is coming 
into inereasingly greater prominence as a des- 
troyer of germs, both within and without the 
the human body, and as a preventive of disease. 
When the practice of insolation will have reached 
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its optimum degree and run the danger of over- 
stepping that limit we cannot say; perhaps we 
are already on the threshold of that point which, 
unfortunately, so many of our honest practices 
reach when they tend to become fads. 

Heliotherapy, in any event, has certainly 
caught the popular fancy; certain of its bene- 
fits are unquestioned and it has been well adver- 
tised, first as a cure for suitable types of tuber- 
culosis, more recently as a cure and preventive 
of rickets; soon, perhaps, its value as a specifie 
in cancer, diabetes and housemaid’s knee will 
be brought before a sun-worshipping public. 

Discounting as we must the faddish aspects 
which sun-treatment is acquiring, we must 
nevertheless accept as proven the value of the 
solar rays in the treatment of many infections, 
notably tuberculosis, and their apparent spec- 
ificity in rickets. Man cannot live and remain 
healthy without a certain amount of exposure to 
the sun’s rays, and his tendency has been to 
deprive himself more and more of their expos- 
ures, first by migrating to the less favorable 
climates in which to make his residence, second- 
ly by oversheltering himself both in the home 
and at his work. A definite effort at insolation, 
then, is not the adoption of any new principle; 
it is simply making an effort at a return to 
natural and more favorable conditions of life. 

Even the savage in his natural surroundings, 
however, finds it necessary to protect himself 
from the sun at certain times, and modern man 
will also find it well to remember that sunbaths 
like other natural activities such as water drink- 
ing, eating and sleeping may be overdone. It 
is also well to remember that certain types of 
men will stand insolation better than others; on 
the whole those who are better pigmented and 
whose skins will acquire under solar exposure 
a still further protective pigmentation, are bet- 
ter able to withstand the undesirable effects of 
overdoses of sunlight. 

There is now much preachment over the wide- 
ly advocated and essentially sound policy of 
introducing children in their early infancy to 
the rays of the sun. Rickets, as we know, is a 
universal disease in the temperate zone, and 
rickets may be prevented or modified by proper 
insolation. With the universal acceptance of 
the policy of sunbaths for the babies comes the 
necessity of knowing how to go about this pro- 
cedure in the safest and most effective way, and 
this practical information is contained in a re- 
cent release by the Children’s Bureau of the 
United States Department of Labor. 

In this publication the details of the sunbath 
during both summer and winter are described— 
the winter indoor bath being given with the 
sun’s rays coming through an open window. All 
the essential requirements are summarized: 

First: To progress slowly, but regularly, 
starting with a few minutes and working up to 
two or three hours. 


Second: To watch for pigmentation of the 
skin, avoiding sunburn, and to increase the 
length of sunbath accordingly. | 

Third: To expose the arms and legs fi 
and the body afterwards. 

Fourth: To use the morning sunlight of 
spring, summer and fall, and all the available 
sunlight of winter. In summer the head should 
be protected from the heat in the middle of the 
day. 


COST OF PRIVATE MEDICAL CARE 


Tue Committee on Public Health of the 
King’s County Medical Society has recently 
conducted a study of costs in private medical 
practice which has been reprinted from the 
Long Island Medical Journal. Conditions in 
Brooklyn are somewhat unique in that the pro- 
portion of general practitioners is higher in 
Brooklyn than in similar communities in the 
United States. Thus Brooklyn has 23 per cent. 
of its practitioners who are specialists, of whom 
only half are exclusively specialists, in compar- 
ison with Boston where 37 per cent. are spec- 
ialists of whom three-fourths are exclusively 
specialists. Even in Lowell and Haverhill 34 
and 38 per cent. respectively of the physicians 
practicing are specialists, a higher proportion 
than in Manhattan and the Bronx, whose spec- 
ialists number 30 per cent. of the total, with 
two-thirds of them exelusively specialists. 

The usual rates for office and home visits in 
Brooklyn were determined by this study to be 
$2.00 and $3.00 respectively for general prac- 
titioners ; $5.00 and $10.00 for specialists. The 
lowest rates found were $.50 and $1.00, and 
the highest $15.00 and $25.00. For operations 
the fees ranged from $50.00 to $500.00; for 
consultations, from $25.00 to $100.00. A gen- 
eral feeling was found to exist among the doe- 
tors interviewed that there is a great disparity 
between the fees of specialists and general 
practitioners. 

From the patient’s point of view the average 
family seems ill able to assume the expenses it is 
liable to ineur, of which additional costs amount 
to over one-half the amount of doctors’ fees. 
The indications seemed to the investigators to 
be that ‘‘in many cases under private medical 
care the cost of sickness is a considerable bur- 
den when measured against the amount avail- 
able for that purpose in any one year in the 
average workingmen’s family of five, where the 
family income falls below $2,500 or $3,000; that 
medical fees are fairly uniform for the majority 
of doctors, but very considerably among a num- 
ber of them; that the practice of reducing fees 
prevails generally but is not based upon any 
reliable method of ascertaining the patient’s 
ability to pay; that reduction of fees appears to 
occur in less than one-fifth of all cases; and 
that professional fees amount to less than one- 
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half of the total expenditures for sickness. 

A similar study in some of our Massachusetts 
eommunities would be of interest. 


THE STATE CANCER CAMPAIGN 


Tur appropriation by the legislature of one 
hundred thousand dollars to be used in making 
such parts of the Norfolk Hospital suitable for 
the reception of cancer cases has imposed a re- 
sponsibility on the State Department of Health 
which Commissioner Bigelow is preparing to 
meet. He has appointed a large advisory com- 
mittee which will be subdivided into special 
committees for the purpose of intensive study of 
all phases of this project. 

On Wednesday, June 23, 1926, Dr. Bigelow 
took the general committee to inspect the Nor- 
folk Hospital which has not been occupied since 
the national government decided to give up its 
lease of the property a couple of years ago. 

This plant consists of groups of well con- 
structed buildings, those in one area designed to 
treat aleohol addicts and in another, some re- 
mote area, especially women drug addicts. The 
institution was developed on a rather magnifi- 
cent plan and was never used up to its capacity, 
and finally given up, remaining unoccupied un- 
til the Government used it for a short time in 
caring for the veterans of the late war. 

Although there is a definite question as to the 
advisability of using the Norfolk Hospital per- 
manently, the action of the legislature seems to 
have imposed a definite commission on the De- 
partment which obliges the Commission to at 
least make an experimental trial of this hospital 
during the early stage of the campaign against 
cancer. It was the consensus of the advisory 
committee that Dr. Bigelow’s interpretation of 
the wish of the State to have this hospital used 
Is correct. 

The sub-committees will immediately proceed 


fo study details and submit recommendations to 
the Commissioner. 


ADVISOLY CANCER COMMITTEE OF THE MASSACHUSETTS 
DEPARTMENT OF PUBLIC HEALTH 


Mr. Edwin H. Allen, Medical Director, John Hancock 
Life Insurance Company. 

Dr. Franklin G. Baleh, American Society for the 
Control of Cancer. 

Dr. Walter P. Bowers, Boston Medical and Surgical 
Journal. 

Mr. W. J. Bell, House Chairman, Legislative Com- 
nuttee on Public Health. 

Dr. Walter L. Burrage, Secretary, Massachusetts 

; Medical Society. 

Miss Ida M. Cannon, Social Service Department, 

Massachusetts General Hospital. 

Ir. Richens K. Conant, Department of Public Wel- 


od roncis G. Curtis, Board of Health, Newton. 

r. Kendall Emerson, Cancer Committee, Massa- 
- chusetts Medical Society, Worcester. 

r. a B. Greenough, Huntington Memorial Hos- 


Mr. James B. Hayes, St. Mary’s Infant Asylum. 
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Mr. Robert W. Kelso, Boston Council of Social 
Agencies. 


Dr. Francis X. Mahoney, Health Commissioner, Bos- 
ton Health Department. 


Dr. G. Forrest Martin, Trustee, Tewksbury State 
Infirmary, Lowell. 


Rev. George P. O’Connor, Catholic Charitable Bu- 
reau. 


Miss Gertrude W. Peabody, Massachusetts Associa- 


tion of Directors of Public Health Nursing, 
Cambridge. 


. Henry M. Pollock, Massachusetts Homeopathic 
Hospital. 


. Stephen Rushmore, Dean, Tufts Medical School. 


. J. W. Schereschewsky, United States Public 
Health Service. 


James S. Stone, President, Massachusetts Med- 
ical Society. 


William J. Taylor, Massachusetts Homeopathic 

Hospital. 

E. E. Tyzzer, Harvard Cancer Commission. 

P. E. Truesdale, Cancer Committee, Massachu- 

setts Medical Society, Fall River. 

. S. H. Wellman, Massachusetts House of Repre- 
sentatives. 

. Edwin B. Wilson, Department of Vital Statistics, 
Harvard School of Public Health. 

Dr. J. Homer Wright, Harvard Cancer Commission. 


This committee has been divided into three 
sub-committees with Chairmen as follows: 

Committee on Cancer Clinics, Dr. Greenough. 

Committee on Hospitals, Dr. Pollock. 

Committee on Cancer Investigations, Prof. 
Wilson. 


Other sub-committees will be formed as in- 
dieated. 


PSYCHO-PHYSICAL OR ? 


IN last week’s issue, page 52, may be found a 
copy of Senate Resolution No. 255, setting forth 
the Senate action appropriating $2000 per annum 
for the anthropological, psycho-physical and sta- 
tistical study of human beings. Since twenty- 
five senators and seventy-five representatives 
have already submitted to examination, it may 
be expected that a continued study along this 
line may bring out interesting facts relating to 
the mental behavior of members of congress. We 
may be pardoned for suspecting that the work 
may be a recrudescence of the phrenology of 
former years which was regarded with derision 
by some able men. . 

This interpretation of MacDonald’s work is 
fairly suggested by the statement that ‘‘From 
the head measurements it will be possible to 
estimate the average weight of brain of state 
and national legislatures.’’ We have suspected 
that quality of brain substance is to be desired 
above volume, for we have known persons with 
expansive brows and good sized heads who were 
better fitted for menial occupation than making 
laws. 

If it should be found that there are bumps 
indicating acquisitive power, it would explain: 
the presence in Congress of some who are able: 
to contribute large sums to nomination or elec-' 
tion expenses and who have exerted little inte 
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ence on sound legislation. We shall be surprised 
if some of the noisy members do not show irreg- 
ular skull conformation with protrusion of the 
loquacious area, if such is found to exist. Such 
members have been of value to certain interest- 
ed groups in carrying on the time honored fili- 
buster. 
It is suggested that the results of further re- 
search will enable critics of our political parties 
to make intelligent comparisons of these or- 
ganizations. This is utopian, for if evolution 
brings about sufficient mass intelligence to be 
guided by a dependable analysis of the capaci- 
ties and purposes of political parties, an election 
can be expected to provide the nation with the 
service which will best meet its needs. Modest 
merit will be recognized rather than the size 
of a bank account. ; 
All hail to the Moses who will lead us to this 
promised land! All of those living on this 
planet at the present time must feel the keenest 
regret that they are not likely to participate in 
the glories of this political millenium. 


THIS WEEK’S ISSUE 


ConTaAIns articles by the following named 
authors :— 


CaTTet., Ricuarp B., A.B.; M.D. Harvard 
Medical School 1925; Member of the Lahey 
Clinic, Boston; now at St. Luke’s Hospital, New 
York. His subject is ‘‘The Elimination of the 
Todine in the Urine in Normal Persons and in 
Exophthalmie Goiter,’’ page 69. 


LANMAN THomas H., M.D. Harvard Medical 
School 1916; F.A.C.S.; Junior Assistant Visit- 
ing Surgeon, Children’s Hospital, Boston; Mem- 
ber, N. E. Pediatrie Society. His subject is 
‘‘The Age of Choice for Operations of Choice 
in Infaney and Childhood,’’ page 72. Address: 
286 Marlborough St., Boston. 


MENDENHALL, WATER L., M.D. Drake Uni- 
versity College of Medicine, Des Moines, Ia., 
1906; Professor of Pharmacy, Boston Univer- 
sity School of Medicine; 

McCuure, Cuartes W., M.D. Ohio State Uni- 
versity College of Medicine 1910; Chief of the 
Gastroenterological Research Division of the De- 
partment of Biochemistry and Gastroenterolo- 
gy to the Evans Memorial; Gastroenterologist 
to the Out-Patient Department, Homeopathic 
Ilospital; and 

CaTe Mitprep, They write on ‘‘Chola- 
gogic Properties of Magnesium Sulphate,’’ page 
76. Address: Evans Memorial, Boston. 


Otis, Epwarp O., A.B.; M.D. Harvard Medi- 
cal School 1877; Se.D. Tufts College and Uni- 
versity of New Hampshire; Professor of Pul- 
monary Diseases and Climatology, Tufts Col- 
lege Medical School; Consulting Physician, 
Boston Dispensary, ete. THis subject is ‘‘The 


Symptomatic Treatment of Tuberculosis,’’ with 
discussions, page 80. Address: 381 Beacon St., 
Boston. 


Huser, Epwarp G., A.B.; M.D.; Dr.P.H.; 
Major in Medical Corps, U. 8. A. His subject 
is ‘‘The Control of Communicable Diseases 
Prevalent in Massachusetts with a Study of 
Mortality Due to Them During the Past Sev- 
enty-Five Years,’’ page 87. Address: War De- 
partment, Washington, D. C. 


MISCELLANY 


A MEMORIAL TO DR. WILLIAM 
| BEAUMONT 


Dr. BEAUMONT, an army surgeon, cared for 
Alexis St. Martin who had a gastric fistula 
through which experiments were conducted 
which paved the way to a better understanding 
of stomach digestion. Samples of gastric juice 
were collected and sent to Professor Silliman 
at Yale College. Some samples were sent to 
medical men in Europe. The results of the 
work of Beaumont were published in many text 
books. 

Dr. Beaumont was born in Lebanon, Connec- 
ticut. A club exists for the purpose of perpet- 
uating the achievements of Dr. Beaumont. This 
club arranged to have a memorial tablet set 
upon a boulder taken from the Beaumont farm 
which was presented to the Town of Lebanon 
June 29, 1926. Professor Lafayette B. Men- 
dell, Sterling Professor of Medicine in Yale Med- 
ical School, is President of the Beaumont Club. 
Russell H. Chittenden, Director Emeritus of 
Sheffield Scientifie School delivered the address. 


A LARGE PLAN FOR ADDING TO THE 
CAMPAIGN AGAINST CANCER 


A New York Association composed of physi- 
cians and laymen has undertaken the raising of 
two million dollars for the creation of a hos- 
pital which will be devoted to research in the 
field of cancer. 


Sandres A. Worthen is President and Dr. 
Isaac Levin is Medical Director and will have 
associated with him Drs. Samuel A. Brown of 
the New York University Medical College and 
President of the Academy of Medicine of New 
York; Dr. George D. Steward, President of the 
Medical Board of Bellevue Hospital; Dr. Wil- 
liam H. Park, President of the American Health 
Association; Dr. Holmes C. Jackson of the Fac- 
ulty of the Medical College of the City of New 
York; Dr. Barnet Josephs and Dr. Alfred D. 
Osgood. 

Seventy-five thousand dollars has already 
been subscribed and the active work for the two 
million will be in full swing in September. 
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nA SSACHUSETTS DEPARTMENT OF PUBLIC 
HEALTH 


FOR THE WEEKS ENDING 


Drsreases REPORTED 
19 anv 26, 1926 


Weeks ending 
June 19 June 26 


Anterior poliomyelitis... 1 
Chickenpox 149 167 
Diphtheria .. 60 67 
Dog-bite _................ 4 15 
Encephalitis lethargica....................... 1 3 
Epidemic cerebrospinal meningitis oo 4 
256 132 
Gonorrhea : 61 118 
Influenza ........ 3 8 
Measles 537 580 
Mumps 157 105 
Ophthalmia neonatorum 21 5 
Pneumonia, lobar 61 60 
Scarlet fever 210 191 
Septic sore throat —_ 1 
Suppurative conjunctivitis... 3 11 
Syphilis 31 38 
Tetanus — 1 
Trachoma 1 1 
Trichinosis 2 
Tuberculosis, pulmonary 107 138 
Tuberculosis, other forme.................. = 22 18 
Tuberculosis, hilum 4 5 
Typhoid fever 13 6 
Whooping cough 148 


CONNECTICUT DEPARTMENT OF HEALTH 


Morsipiry Report FoR THE WEEK ENDING 
June 19, 1926 


Diphtheria 


15 Chickenpox 92 

Last week 9 Favus 1 
Diphtheria bacilli German measles 19 

carriers 2 Influenza 2 
Whooping cough 53 Mumps 8 

Last week 44 Pneumonia, lobar 38 
Typhoid fever 3 Septic sore throat 1 

Last week 3 Tuberculosis, pulmo- 
Scarlet fever 78 nary 42 

Last week 79 Tuberculosis, other 
Measles 349 forms 2 

Last week _ 444 Gonorrhea 9 
Bronchopneumonia 24 Syphilis 17 
Cerebrospinal menin- 

gitis 2 


NEWS ITEMS 


DR. REID HUNT TO TRAVEL ABROAD —Dr 
Hunt Will leave July 15 to attend the meeting of the 
{niernational Physiological Congress at Stockholm. 


_ UR. FRANCIS P. McCARTHY RETURNS — Dr 
Wrancis P. McCarthy has returned from Miami Beach 


fe oa has opened his office at 375 Commonwealth 
e, 


‘COINTMENTS OF DR. AUSTIN W. CHEEVER 
~Dr \ustin W. Cheever ‘has recently been appointed 
‘ologist at the Florence Crittenton Home, der- 
ts 2tst at the Cambridge Hospital, and chief of 
of Skin and Syphilis at the Boston 


sary. 


‘SORARY DEGREES GRANTED TO PHYSI- 
-~~-Harvard University has conferred the de- 
‘ Doctor of Science upon Dr. William Lambert 
“eson, formerly Dean of the Faculty of Medi- 

_ “specially in recognition of his work in the 


Lying-in Hospital, thereby making an epoch in the 
practice of obstetrics; also the degree of Doctor of 
Laws upon Dr. George Gray Sears because of his 
memorable work in promoting the mutual helpful- 
ness of the Medical School and hospital. 


THE BOSTON FLOATING HOSPITAL—The first 
trip for this season was made June 29 and the work 
will continue until September 15. Orthopedic and 
heliotherapy work will be especial features of the 
service. The ship accommodates about 115 babies. 
The trip is completed at 4.30 P. M. and visitors are 
allowed on board after that time. 


NOTICES 


BIOGRAPHICAL MATERIAL DESIRED 


Mr. H. M. Foster, 100 Hudson St., New York 
City, is collecting biographical articles about his 
father, Dr. Frank P. Foster, deceased, who was 
for thirty-one years Editor of the New York 
Medical Journal. Mr. Foster intends to publish 
a biographical book and would like to have sent 
to him any letters, anecdotes or other material 
relating to Dr. Foster which may be suitable for 
this publication. 


AN ANNOUNCEMENT 


The New England Health Institute for the 
year 1926 will be held in Concord during Sept. 
27-Oct. 1. 


Presented by : 
United States Public Health Service 
State Health Departments of New England 
Yale and Harvard Schools of Public Health. 
Departments of Biology and Public Health of : 
Massachusetts Institute of Technology 
Simmons College 


UNITED STATES CIVIL SERVICE EXAMINATION 


The United States Civil Service Commission an- 
nounces thé following open competitive examination: 
Trained Nurse 
Trained Nurse (Psychiatric) 


Applications for these positions must be on file 
at Washington, D. C., not later than August 7. The 
date for assembling of competitors will be stated 
on the admission cards sent applicants after the close 
of receipt of applications. 

The examinations are to fill vacancies in the Pana- 
ma Canal Service. 

The entrance salary for female nurses is $120 a 
month, with promotion at the end of each year of 
service of $5 a month until the maximum of $135 a 
month is reached. The entrance salary for male 
nurses is $125 a month, with promotion at the end 
of each year of service of $5 a month until a maxi- 
mum of $140 a month is reached. 

The entrance salary for female nurses (psychiatric) 
is $135 a month, with promotion at the end of each 
year of service of $5 a month until a maximum of 
$150 a month is reached. The entrance salary for 
male nurses (psychiatric) is $140 a month, with pro- 
motion at the end of each year of service of $5 a 
a month until a maximum of $155 a month is reached. 

Competitors will be rated on practical questions 
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in anatomy, hygiene, and nursing; and their educa- 
tion, training, and experience. 

Full information and application blanks may be 
obtained from the United States Civil Service Com- 
mission, Washington, D. C., or the secretary of the 
Board of United States Civil Service Examiners at 
the postoffice or custom house in any city. 


REPORTS AND NOTICES OF 
MEETINGS 


MEETING OF NEW ENGLAND 
TUBERCULOSIS SECRETARIES 


FicurEs revealing New England as one of the 
healthiest sections of the United States were 
made public at the semi-annual meeting of the 
New England Tuberculosis Secretaries held at 
Burlington, Vt., on June 22. The figures, pre- 
pared by the statistical staff of the National Tu- 
berculosis Association and based on reports of 
the U. S. Census Bureau, show the average 
length of life for the New England area to be 
48.7 years for 1924 in comparisan to 45.6 years 
for the entire United States registration area. 
Vermont leads the New England states with an 
average length of life of 54.9 years. The sec- 
retaries voted to coéperate in popularizing New 
England as a health resort. 

John A. Kiernan, Director of the Division 
of Tuberculosis, U. S. Bureau of Animal 
Industry, spoke on the work of his division in 
eradicating bovine tuberculosis. 

Most of the tuberculosis affecting cattle in 
this country came to the eastern and New Eng- 
land states when herds were imported, accord- 
ing to Dr. Kiernan, and then spread across the 
country with the development of the great cattle 
regions of the west and middle west. The work 
of the division is to test all cattle in the coun- 
try, with the codperation of the farmers, the 
states, counties, and towns. When diseased 
eattle are discovered they are exterminated. 
This is the only successful method of controlling 
tuberculosis in cattle. 


The Conference discussed plans for the New 


England Health Institute to be held in Con-|- 


cord, N. H., during the week of September 26, 
1926. This Institute is held under the leader- 
ship of the Departments of Health of the New 
England states. Miss Bernice B. Billings, R.N., 
Executive Secretary of the Boston Tuberculosis 
Association is general chairman of the Tuber- 
eulosis Section of the Conference. Dr. Henry 
D. Chadwick of the Massachusetts State De- 
partment of Publie Health will be in charge of 
the Clinieal Section, Miss Bernice Billings will 
be in charge of the Nursing Section, and Frank 
Kiernan, Executive Secretary of the Massachu- 
setts Tuberculosis League, will be in charge of 
the Social Service Section. A round table dis- 
eussion will be held on the subject of the 1926 
Christmas Seal sale. A leading tuberculosis 
specialist from Saranac Lake, New York, will 


read the principal paper in the Clinical Sec- 
tion. 

The secretaries also discussed the possibili- 
ties of an institute for tuberculosis workers to 
be held under the joint auspices of the National 
Tuberculosis Association and the New England 
Tuberculosis Secretaries in Boston during Jan- 
uary or February of 1927. Discussion was also 
held on the subject of the International and Na- 
tional Tuberculosis Conventions in Washington 
in September and October of this year. 

Frank Kiernan of Boston outlined the suc- 
cess achieved in Massachusetts through the Na- 
tional Health Play writing contest. Two of the 
prize winning plays in Massachusetts received 
awards in the National contest conducted by 
the National Tubereulosis Association. 

The secretaries voted to hold their next meet- 
ing at Augusta, Maine, in the week of August 
30th. This will be held in conjunction with the 
meeting of the Three Quarter Century Club of 
the Maine Public Health Association. 

Those attending the meeting were Walter D. 
Thurber, Executive Secretary of the Maine Pub- 
lie Health Association, president; Frank Kier- 
nan, Executive Secretary of the Massachusetts 
Tuberculosis League, secretary; Willis E. 
Chandler, Executive Secretary of the Rhode 
Island Tuberculosis Association; Miss Mabel 
Baird, Secretary of the Connecticut Tubereu- 
losis Commission; Dr. Robert B. Kerr, Execu- 
tive Secretary of the New Hampshire Tubercu- 
losis Association; Mrs. Mary B. Davis, Manches- 
ter, N. H.; Miss Marion L. Garland, Claremont. 
N. H.; Miss Elena M. Crough, R.N., Coneord, 
N. H.; Miss Cluffie M. Gobie,. Laconia, N. H.; 
Haroid W. Slocum, Executive Secretary of the 
Vermont Tuberculosis Association; Dr. John A. 
Kiernan, Director of the Division of Tuber- 
eulosis, U. 8. Bureau of Animal Industry; 
James G. Stone of the National Tuberculosis 
Association; and Thomas Magner of Burling- 
ton, President of the Vermont Tuberculosis 
Association. 


BOOK REVIEW 


Thomas Sydenham, Clinician. By 
me M.D. New York, Paul B. Hoeber, 
6. 


This little book of fifty-two pages is practi- 
cally a reprint of a paper on the same subject 
appearing in the Annals of Medical History, 
June, 1925. The life of Sydenham is briefly 
reviewed, emphasis being placed on his extra- 
ordinary achievements in clinical medicine 
without the aid of our modern instruments of 
precision. Nothing new is added to what is 
already well known in regard to Sydenham’s 
life. A useful bibliography of the works of 
Sydenham completes the small volume. The 
book is well printed and bound. 


